
OLDER AMERICANS 

Substance Abuse & Mental Health 

Technical Assistance Center 


Evidence-Based Practices 
for Preventing Substance 
Abuse and Mental Health 
Problems in Older Adults 


Prepared by: 

Frederic C. Blow, 

Stephen J. Bartels, 

Laurie M. Brockmann, and 

Aricca D. Van Citters for the Older Americans Substance Abuse 
and Mental Health Technical Assistance Center 



TABLE OF CONTENTS 


Chapter Page 


EXECUTIVE SUMMARY. 1 

INTRODUCTION. 4 

Substance Abuse and Mental Health Problems: The Growing Need 

for Prevention and Early Intervention Among Older Adults. 4 

Science to Service: Evidence-Based Practices. 5 

METHODS . 7 

The Institute of Medicine’s Prevention Framework. 7 

Search Strategy Overview. 9 

Evaluation Process and Criteria. 10 

PREVENTION OF SUBSTANCE MISUSE PROBLEMS. 11 

Alcohol Misuse. 12 

Universal Prevention. 13 

Indicated and Selective Prevention Strategies (Early Intervention)... 16 

Ongoing Selective Prevention Programs Under Evaluation. 18 

Conclusions. 19 

Medication Misuse. 25 

Universal Prevention. 26 

Indicated and Selective Prevention Strategies (Early Intervention)... 27 

Ongoing Prevention Programs Undergoing Evaluation and 

Research Directions. 31 

Conclusions. 32 

PREVENTION OF MENTAL HEALTH PROBLEMS. 39 

Depression and Anxiety. 39 

Universal Prevention Programs. 40 

Indicated and Selective Prevention Strategies (Early Intervention)... 42 

Ongoing Selective Prevention Programs Under Evaluation. 46 

Conclusions. 47 


iii 

























TABLE OF CONTENTS 


Chapter Page 


Suicide Prevention. 55 

Universal Prevention Strategies. 56 

Selective and Indicated Prevention Strategies. 58 

Conclusions. 60 

PREVENTION OF CO-OCCURRING SUBSTANCE ABUSE AND MENTAL 

HEALTH PROBLEMS. 64 

Indicated and Selective Prevention Strategies (Early Intervention). 65 

Ongoing Prevention Programs Undergoing Evaluation. 66 

Conclusions. 67 

SUMMARY. 70 

The Current State of the Evidence. 70 

Dissemination - Translation, Implementation, and Diffusion. 72 

Research Needs and Future Directions. 75 


IV 















TABLE OF CONTENTS (continued) 


List of Tables 

Table Page 

1 Prevention Framework for Substance Misuse, Mental Illness, and Suicide.... 8 

2 Prevention and Screening of Late-Life Alcohol Misuse. 21 

3 Alcohol Misuse Early Interventions. 23 

4 Prevention and Assessment of Late-Life Medication Misuse. 33 

5 Early Intervention with Late-Life Medication Misuse. 35 

6 Universal Prevention of Late-Life Depression Or Anxiety. 49 

7 Early Intervention of Late-Life Depression Or Anxiety. 52 

8 Universal prevention of Late-Life Suicide. 62 

9 Selective and Indicated Prevention of Late-Life Suicide. 63 

10 Early Intervention of Co-Occurring Substance Abuse and Mental 

Health Problems. 68 


v 












EXECUTIVE SUMMARY 


The prevention of substance abuse and mental health problems within the aging population 
has been recognized as a national priority. The Substance Abuse and Mental Health Services 
Administration’s Older Americans Substance Abuse and Mental Health Technical Assistance Center 
(TAC) is committed to serving as a leading resource for the prevention and early intervention of late-life 
substance use and mental health problems. Despite the substantial prevalence and adverse consequences 
of substance use and mental health problems in older persons and the considerable knowledge related to 
preventing these problems, evidence-based prevention and early intervention services are not widely 
available nor promoted for this at-risk population. Given financial restrictions facing many health care 
systems, guidance is needed to direct limited available resources toward the provision of programs that 
have proven effectiveness. To support this effort, the TAC has reviewed the best available evidence 
supporting programs that target the prevention and early intervention of substance abuse and mental 
health problems in older adults. 

The purpose of this review is to highlight prevention and early intervention programs that 
have proven effectiveness. This report identifies the demographic imperative for addressing late-life 
substance use and mental health problems, describes the current terminology of prevention programs and 
practices, provides a comprehensive review of the published evidence base for the prevention and early 
intervention of geriatric substance abuse and mental health problems based on the empirical evidence, and 
describes dissemination and implementation issues that align with state needs and priorities. 

Five specific areas are addressed. These include the prevention and early intervention of 
alcohol misuse, medication misuse, depression and anxiety, suicide, and co-occurring substance abuse 
and mental health problems among older adults. This review provides a comprehensive examination of 
prevention programs in these areas that have been published through September 2005. 

Alcohol Misuse 


■ Brief interventions can reduce alcohol misuse and hazardous drinking among older 
adults. Specifically, structured brief interventions and brief advice in health care 
settings have shown to be effective at reducing alcohol consumption in this 
population. 
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■ Little evidence is available regarding universal prevention programs targeted at the 
prevention or reduction of alcohol misuse among older adults. Some health education 
programs have demonstrated increased knowledge among older adults about 
hazardous alcohol use. 

■ Recently developed screening and assessment instruments show promise as useful 
tools to improve identification of older at-risk dri nk ers and enhance clinician 
interactions to prevent or reduce alcohol misuse. 


Medication Misuse 


■ Computer-based health education tools designed for older adults have shown gains in 
knowledge and self-efficacy regarding potential drug interactions, as well as 
improvements in self-medication behaviors. 

■ Clinical trials on early interventions with older adults who are at increased risk for 
medication misuse have had mixed results. Nonetheless, interventions with patients 
prior to hospital discharge, interventions targeted at changing provider prescription 
patterns, and home-based medication reviews show some promise to prevent 
medication misuse. 


Depression and Anxiety 

■ A moderate amount of evidence supports the effectiveness of problem solving therapy 
(PST) and exercise in preventing the onset or worsening of depression. In addition, 
targeted outreach is effective in engaging isolated and vulnerable older adults in 
mental health care. 

■ More research is needed to determine whether other potentially effective strategies are 
effective in preventing depression, including: life review, reminiscence therapy, 
educational classes for older adults and providers, and mind-body wellness. 

■ Minimal evidence supports prevention programs focused on late-life anxiety. 


Suicide 


■ Supportive interventions that include screening for depression, psychoeducation, and 
group-based activities have been associated with reduced rates of completed suicide 
among older adults. 

■ Telephone-based supportive interventions have also been associated with a reduction 
in the rate of completed suicide. 
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Protocol-driven treatment of depression delivered by a care manager has been 
associated with reduced suicidal ideation. 


Co-occurring Disorders 

■ Concurrent treatment of substance abuse and depression may be effective in reducing 
alcohol use and improving depressive symptoms. 

■ The evaluation and treatment of co-occurring substance use and mental health 
problems among older adults is an under-studied area. 

This report highlights the evidence base for the prevention and early intervention of 
substance use disorders and mental illness in older adults. Of note, the field of prevention is far less 
developed than our understanding of the diagnosis and treatment of substance abuse and mental disorders 
in late-life. In particular, comparatively few scientific efforts have focused on preventive measures, the 
early identification of and intervention with high-risk individuals, and the promotion of optimal health 
regarding substance abuse and mental health concerns in late adulthood. However, this summary of the 
current evidence base provides direction for both providers and consumers regarding substance abuse and 
mental health prevention and early intervention services. This information can be useful in planning and 
implementing effective programs and practices, while also underscoring future directions for research and 
evaluation. 
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INTRODUCTION 


Substance Abuse and Mental Health Problems: The Growing Need for Prevention and Early 

Intervention Among Older Adults 

Substance abuse and mental health problems are serious and increasing threats to the health 
and well-being of many older adults. Community surveys indicate hazardous and harmful alcohol 
consumption patterns are prevalent among older adults; 1 ' 3 rates of alcohol misuse and abuse are even 
higher among clinical populations because problem drinkers are more likely to present in health care 
settings. 4 ' 6 Combined alcohol and medication misuse is estimated to affect up to 19 percent of older 
Americans. 710 In addition, one in four older adults has a significant mental disorder. 11 Among the most 
common mental health problems in older persons are depression, anxiety disorders, and dementia. 12 
Finally, older adults have the highest suicide rate of any age group, with greater risk associated with 
men, 13 and with the presence of alcohol use and depressive symptoms. 14 ' 15 

Demographic projections indicate that the aging of the “baby boom” generation will increase 
the proportion of persons over age 65 from 13 percent currently, to 20 percent by the year 2030. 16 By the 
year 2030, the number of older adults with substance abuse or mental illness is expected to more than 
double to an estimated 15 million individuals. 11 ' 16 As the “baby boom” cohort ages, the extent of alcohol 
and medication misuse is predicted to significantly increase due to the combined effect of the growing 
population of older adults and cohort-related differences in lifestyle and attitudes. 16 ’ 17 Based on these 
projections, the associated need for treatment services of substance use disorders in older persons is 
estimated to increase by 70 percent. 18 Increases in the need and the demand for mental health services are 
expected as well. The demand for mental health services is likely to increase as the baby boom cohort has 
tended to utilize mental health services more frequently than the current older adult cohort and has tended 
to be less stigmatized by seeking mental health care. 11 ’ 19 ' 20 Population growth and cohort-specific 
characteristics indicate a future of increasing pressure on all health care resources and treatment systems 
but particularly for substance abuse and mental health services. 21 

Substance abuse and mental health problems among older adults are associated with poor 
health outcomes including increased disability and impairment, compromised quality of life, reduced 
independence and community-based functioning, increased caregiver stress, increased mortality, and 
higher risk of suicide. 21 Alcohol and medication misuse in older persons has negative effects on health 
and is associated with increased morbidity, disability, and mortality from disease-specific disorders, as 
well as increasing risks for diseases and trauma. 22 ’ 23 Psychiatric disorders such as depression are 
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associated with worse health outcomes, more compromised health status, and risk of suicide. 24 27 Mental 
health and substance abuse problems are also associated with significant health care expenditures. 
Combined, these costs accounted for 7.6 percent of all U.S. health care expenditures in 2001, including 
$85 billion for mental health care and $18 billion for substance abuse services. 28 Prevention and early 
intervention represent some of the most promising and appropriate ways to maximize health outcomes 
and minimize health care costs among older adults. 29 ' 10 Research has identified a number of factors that 
place older adults at risk for developing substance abuse and mental health problems. Prevention 
programs that address these risk factors, promote resiliency, and strengthen protective factors can help 
older adults weather the unique circumstances that contribute to the development and/or deterioration of 
substance abuse and mental health problems. 

Limited information is available to providers and consumers on the most efficacious 
approaches to adequately prevent and/or intervene with late-life substance abuse and mental health 
problems. Many strategies are neither age-specific nor sensitive to what is most clinically effective in 
accommodating the unique biological and social conditions of older persons. Important differences exist 
between age cohorts (e.g., baby boomers compared to Depression-era older adults), residence status (e.g., 
living independently in home or apartment compared to nursing home or other institutional setting), 
health and disability status, and socio-economic status, among other factors. Furthermore, there is 
considerable variation and diversity within the older adult population that magnifies the critical 
importance of cultural sensitivity and competence for this group of Americans. The population of older 
adults is also expected to become more ethnically and racially diverse in the coming decades. Minority 
older adults are among the fastest growing segment of the population and present new challenges and 
opportunities for designing effective prevention services. This increasing diversity in the U.S. aging 
population has implications for access and barriers to mental health and substance abuse services, cultural 
competency of providers and consumer-practitioner dynamics, and the need for research-based 
knowledge regarding differences in the perception and experience of mental illness and substance use 
among older adults. The current challenges and increasing pressure of demographic trends make the 
dissemination and implementation of science-based prevention knowledge of critical importance. 


Science to Service: Evidence-Based Practices 

Evidence-based medicine (EBM) is the provision of health care that systematically integrates 
the best available research evidence with clinical expertise and the patient’s unique values, preferences, 
and circumstances. 11 EBM has been defined as “the conscientious and judicious use of current best 
evidence from clinical care research in the management of individual patients.” 12 Identifying evidence- 
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based practices relies on a systematic approach to identifying and critically appraising the best available 
evidence. 


There is a growing and substantial evidence base supporting the effectiveness of a variety of 
treatments for late-life substance abuse and other mental disorders. 21 ' 31,34 However, considerably less 
research has focused on prevention of and early intervention for late-life substance abuse and mental 
health problems. In this respect, identifying the best available evidence is particularly relevant, where 
both the quality and quantity of evidence varies widely. A systematic evaluation of the literature is critical 
when the research literature is not well described or when there are only a small number of studies to 
inform clinical decisionmaking. The research evidence is conceptualized along a hierarchy of evidence 
from the highest to lowest levels. Further, the identification of the evidence base is a dynamic process that 
must take into account priority areas that lack extensive research. 35 In these instances, the best available 
evidence may be limited to extrapolation from related populations or early findings that are promising, 
but do not meet the standards of a large randomized controlled trial. For instance, despite a paucity of 
rigorously controlled studies that evaluate the effectiveness of interventions for the prevention of suicide 
in older adults, current practice should use principles from the best available evidence from a limited 
geriatric literature, while adapting findings from younger populations and continuously evolving to 
incorporate new findings. 

Lack of awareness, lack of expertise, and organizational barriers often lead to continued use 
of unproven strategies rather than implementation of effective practices based on state-of-the-art 
prevention research. In general, scientific knowledge is typically far advanced beyond common practice, 
with the time lag between empirically identifying evidence-based approaches and implementing them into 
practice often taking many years. Utilizing evidence-based practices requires an integration of clinical 
skills, knowledge of the unique circumstances of the specific person with the identified problem, and an 
application of the best research evidence. Clinical skills and past experience are crucial to identifying the 
specific health status, risks, benefits, and unique circumstances for each individual person’s health care 
need. This is especially important in the field of geriatrics where the risk and potential benefits of an 
evidence-based approach may vary substantially when the intervention is provided to a young adult with 
few medical problems, compared to a frail older person with multiple medical problems, concurrent 
treatments, and functional challenges. 

The Substance Abuse and Mental Health Services Administration (SAMHSA) is committed 
to promoting the practical implementation of evidence-based practices to address substance abuse and 
mental health problems among older adults. The National Registry of Evidence-based Programs and 
Practices (NREPP) is an example of a developing resource supported by SAMHSA that serves as a 
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clearinghouse for pre-screened information on effective and practical interventions to prevent and/or treat 
mental and addictive disorders. As part of that effort, NREPP is currently expanding its database in the 
still-nascent field of prevention among geriatric populations. For example, the Gatekeeper program is 
listed in NREPP as a promising practice that trains public service providers and employees of local 
businesses (e.g., letter carriers, police officers, bank tellers, landlords) to identify and refer older adults 
who are at-risk for serious substance abuse and mental health problems. 36 ' 38 In addition, the Suicide 
Prevention Resource Center’s registry of evidence-based suicide prevention programs identifies the 
Prevention of Suicide in Primary Care Elderly: Collaborative Trial (PROSPECT) model of depression 
care management as an “effective” selective and indicated prevention program. 39 In an effort to advance 
knowledge of evidence-based practices for older adults, the Older Americans Substance Abuse and 
Mental Health TAC developed this review to provide practitioners, organizations, policy makers, and 
concerned others with the current best available evidence regarding the prevention and early intervention 
of late-life substance abuse and mental health problems. 


METHODS 


The expected growth in the number of older adults with substance abuse and mental health 
disorders, the significant impact of these disorders on the health and functioning of older people, their 
families, and their communities, and the associated increases in health care use and costs demonstrate a 
critical need for the identification, organization, dissemination, and implementation of evidence-based 
prevention and intervention programs. Prevention of both the onset of these conditions and the potential 
relapse, disability, comorbidity, and continued health and functional burden among persons with 
substance abuse and mental health problems is a necessary focus of attention. 40 ' 43 This report attempts to 
address these issues. 


The Institute of Medicine’s Prevention Framework 

Prevention is different from intervention and treatment in that it is aimed at general 
population groups with various levels of risk for problems associated with substance abuse and mental 
illness. The Institute of Medicine’s (IOM) prevention framework offers a useful model for understanding 
the differing objectives of various interventions. The framework can be used to match interventions to the 
needs of a targeted population. The goal of prevention programs is to reduce risk factors and to enhance 
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protective factors. Table 1 provides an overview of the IOM’s framework 44, as it applies to the 
prevention of substance abuse, mental illness, and suicide among older adults. 


Table 1. Prevention framework for substance misuse, mental illness, and suicide 


Intervention 

Terminology 

Approach 

Target 

Objectives 




Implement broadly directed initiatives to 

Universal 

Prevention 

Population 

Entire population, not identified based on 
individual risk. 

prevent substance misuse, mental illness 
and suicide-related morbidity and 
mortality through reducing risk and 
enhancing protective factors. 



Asymptomatic or pre-symptomatic individuals 


Selective 

Prevention 

Population; 
High Risk 

or subgroups with risk factors for substance 
misuse, mental illness, or suicide; or 
individuals who have a higher-than-average 
risk of developing substance use or mental 
disorders. 

Prevent morbidity and mortality through 
addressing specific characteristics that 
place older adults at risk. 

Indicated 

Prevention 

High Risk 

Individuals with detectable symptoms and/or 
other primary risk factors for substance abuse, 
mental illness, or suicide. 

Treat/intervene with older individuals 
with precursor signs and symptoms to 
prevent development of disorders or the 
expression of suicidal behavior. 


Universal prevention programs target the general population of older adults with or without 
specific risk factors for developing substance misuse or mental health problems. For instance, a universal 
prevention program may provide community-wide support or education to older adults. Universal 
prevention may include the implementation of broad, directed initiatives to prevent substance misuse, 
mental illness, and suicide-related morbidity and mortality by reducing risk factors and enhancing 
protective factors. Examples of universal prevention programs that will be described in this report include 
health education around issues of substance use and engagement in exercise programming. 


Selective prevention programs target older persons who are at high risk for developing 
problems with substance use or mental well-being. Targeted individuals are identified on the basis of the 
nature and number of risk factors to which they may be exposed. Selective prevention programs focus on 
persons who do not yet display signs of substance abuse or mental illness. Flowever, they may have a 
higher than average risk for developing these problems. For instance, selective prevention programs may 
target older adults who have recently lost a spouse, retired, or experienced other significant lifestyle 
changes that may be associated with medical problems such as a stroke, vision loss, or cognitive 
impairment. Although these individuals may not currently have mental health or substance use problems, 
these conditions may predispose them to developing these issues in the future. Selective prevention 
programs are often designed to prevent the development of problems by specifically addressing the issues 
or characteristics that place older persons at increased risk. Selective prevention programs described in 



this report include brief alcohol interventions and psychoeducation around the management of medical 
health conditions. 


Indicated prevention programs target older persons who have a high risk for developing 
substance use disorders or mental illness. Indicated prevention programs typically focus on persons with 
detectable symptoms and/or other proximal risk factors for substance abuse, mental illness, or suicide in 
an effort to prevent chronic and severe problems. For instance, an indicated prevention program may 
target older adults with depression and/or substance abuse, in an effort to prevent the development of 
greater impairment or the expression of suicidal behavior. Finally, indicated prevention programs include 
depression care management and guideline-based depression treatment as an approach to reducing 
suicidal ideation among older adults. 


Search Strategy Overview 

Several strategies have been developed to aid health care providers, administrators, and 
policy makers in identifying the level of evidence supporting specific prevention programs and 
practices. 45 For the purposes of this review, multiple strategies were used to identify programs that target 
the prevention and early intervention of substance abuse and mental heath problems among older adults. 

Our primary approach to identifying prevention programs involved systematic reviews of 
multiple literature databases. These databases included: Medline, Psychlnfo, Ageline, Social Work 
Abstracts, Social Services Abstracts, CINAHL (Cumulative Index to Nursing and Allied Health 
Literature), and ERIC (Educational Resources Information Center). General search terms are described 
below. Each asterisk (*) represents a wild card. For instance, elder * would include search terms as elder, 
elderly, and elders. 


■ Elder* or Geri* or Late-life or Senil* or Gero*, or “older” in the title 

■ Substance abuse or Alcohol or Medication Misuse 

■ Mental or depress* or psych* 

■ Suicid* or suicidal ideation or death ideation 

■ Prevent* 

To supplement this strategy, we reviewed several other search engines. First, the Web-of- 
Science search engine was used to identify articles that were related to those identified in our initial 
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search strategy. This process was supplemented by reviewing the references at the end of each relevant 
article. Finally, other online resources were used to identify unpublished prevention programs. Federal 
agencies and foundations supporting research in substance abuse and mental health were evaluated in 
each area. The www.clinicaltrials.gov database was particularly useful in identifying ongoing research 
efforts. More details of the search strategy are provided in the review of each of the five prevention areas: 
alcohol misuse, medication misuse, depression and anxiety, co-occurring substance abuse and mental 
health problems, and suicide. 


Evaluation Process and Criteria 

The following review evaluates the scientific evidence that supports programs that target the 
prevention and early intervention of substance abuse and mental health problems in older adults. The aim 
of our review was to (a) identify studies that are published in the scientific literature or that are currently 
being evaluated, and to (b) critically evaluate the effectiveness of these programs. This review includes 
programs with established effectiveness, as well as those programs that, while promising, do not have 
sufficient evidence indicating their effectiveness. This comprehensive evaluation strategy provides the 
reader with a synopsis of “what works” and “what may not work” and is designed to serve as a guide to 
understanding the state of the science in prevention services for older adults. 

This review contains five modules that address the prevention and early intervention of 
substance abuse and mental health problems (alcohol misuse, medication misuse, depression and anxiety, 
late-life suicide, and co-occurring substance abuse and mental health problems). Each module identifies 
programs that reflect universal prevention, as well as programs that reflect the selective and indicated 
prevention. For each of these areas, we describe the unique search methodology, a description of 
universal prevention programs, a description of indicated and selective intervention strategies (early 
intervention), and future research directions. Detailed descriptions of each program are provided in tables 
at the end of each module. Please note that a few prevention programs could have been appropriately 
located in more than one module, as they address related issues (e.g., education programs that address 
hazardous alcohol use in combination with medications or targeted outreach programs to identify older 
adults at risk for both substance abuse and mental health problems). 

The tables provide (a) a description of the scientific design of the study, (b) the model or 
conditions that were evaluated, (c) the age of the study sample, (d) other general characteristics of the 
study sample, (e) the duration of the study and the percent of the sample who remained in the program 
during the followup period, (f) the effectiveness of the program, and (g) limitations or other comments 
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that should be considered in evaluating the program. Each of these areas represents important criteria for 
evaluating a program. For example, these criteria allow the reader to evaluate the rigor of the study (e.g., 
scientific design), generalizability (e.g., sample size, age, and demographics), feasibility (e.g., study drop¬ 
outs), and the likelihood of success in preventing the development of substance use disorders or mental 
illness or the success in preventing downstream health impairment (e.g., effectiveness). 


PREVENTION OF SUBSTANCE MISUSE PROBLEMS 


The following two sections highlight the current best evidence supporting prevention and 
early intervention programs targeting the reduction and elimination of two primary areas of substance use 
disorders among older adults: alcohol misuse and medication misuse. The misuse of alcohol, prescription 
drugs, and other substances among older adults is a sizeable and growing concern. Problem drinking 
among older adults in the community is estimated to range from 1-15 percent. 13 At-risk or problem 
drinking, as well as alcohol abuse or dependence, is notably higher among older adults seen in health care 
settings and residents of nursing homes. 4 " 6 ' 46-49 An estimated one in five older Americans (19%) may be 
affected by combined difficulties with alcohol and medication misuse. 7 " 10 Problems related to alcohol use 
are currently the largest class of substance use problems seen in older adults. The substances most 
commonly abused by older adults besides alcohol are nicotine and psychoactive prescription drugs. Co¬ 
occurring problems are frequent, as both nicotine and prescription drug abuse are much more prevalent 
among older adults who misuse alcohol than among the general older population. 50 " 53 

Older adults are uniquely vulnerable to substance use disorders due to a variety of biological, 
psychological, and social changes associated with aging. Older adults have an increased risk for misuse 
and abuse of medications, as they use a higher number of prescription and over-the-counter medications 
compared to younger adults. In contrast to younger persons with substance abuse problems who most 
often abuse illicit drugs, substance abuse problems among older individuals more typically occur from 
misuse of over-the-counter and prescription drugs. The rates of illegal drug abuse in the current older 
adult cohort are very low. 29 ’ 54 The interactions between alcohol and medications are of notable concern 
for older populations. Negative interactions between alcohol and psychoactive medications, such as 
benzodiazepines, barbiturates, and antidepressants, are of particular importance. Alcohol use can interfere 
with the metabolism of many medications and is a leading risk factor for the development of adverse drug 
reactions. 55 " 57 Despite the risks, physical and mental health care practitioners fail to identify most older 
adults who consume alcohol at risky levels, including any consumption in hazardous combinations with 
medications, as at-risk or problem drinkers. 4 
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The use of nicotine is a significant health problem for older adults. Although tobacco use 
declines with age, nearly 4 million older adults continue to smoke regularly. 58 In 1999, nearly 23 percent 
of adults ages 50 to 64 reported past month use of cigarettes. Among those age 65 and older, this figure 
was about 11 percent. 58 Consistent with younger populations, older women have lower smoking rates 
than older men. 59 Nicotine addiction often co-occurs with other substance use disorders, and can be a 
marker for other substance abuse. For example, smoking in older problem drinkers is more prevalent than 
in the general older adult population. Some studies indicate that the prevalence of smoking among alcohol 
dependent individuals generally is above 80 percent; 60 an estimated 60 percent to 70 percent of older male 
alcohol users smoke a pack or more of cigarettes each day. 61 Smoking is a major risk factor for many of 
the leading causes of death among individuals age 60 and older, 62 ' 65 and is associated with increased risk 
of losing mobility 64 and premature death. 65 Smoking also affects the performance of some prescription 
drugs. For example, smokers tend to require higher doses of benzodiazepines to achieve efficacy than 
nonsmokers. 66 

As with other substance misuse among older adults, evidence of effective prevention 
strategies for smoking cessation with older populations is more limited than with younger populations. 
Many clinicians fail to counsel older patients about the health effects of smoking even though older adults 
are more likely to quit than younger smokers. 67 Selected strategies that have shown effectiveness in older 
adult populations include brief interventions. One study found a tailored brief intervention more than 
doubled 1-year “quit rates” for older adults. 68 A study of older smokers using transdermal nicotine patches 
found that 29 percent of the subjects quit smoking for 6 months. 69 In addition, there is little evidence that 
adults in recovery from alcohol problems relapse when they stop smoking. In summary, efforts to prevent 
substance abuse among older adults should include tobacco consumption as a key health behavior that 
often co-occurs with substance abuse and with other mental health problems. 70 


Alcohol Misuse 

Alcohol misuse, such as drinking above age-recommended limits, binge drinking, or 
combining alcohol with some medications, is a problem that can be reduced or eliminated among many 
older adults through prevention and early intervention strategies. Health care settings and organizations 
providing social or supportive services for older adults, such as the aging services network, represent 
essential venues for the prevention of and early intervention with alcohol misuse among older adults. 
Education, resource development, and technical assistance for health and human services organizations, 
providers, and policymakers around this issue are promising directions for broad-based prevention efforts. 
Universal prevention strategies such as broad education programs have been able to increase knowledge 
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among seniors about risky drinking practices and ways to limit hazardous alcohol use. A number of 
screening and assessment tools have been developed and shown to be reliable and feasible for use with 
this population. Early intervention or targeted prevention strategies such as brief advice by primary care 
physicians and other brief interventions in health care settings have reduced alcohol consumption among 
older adults. 


Several search engines were used to identify programs addressing the prevention of and 
early intervention with alcohol misuse among older adults. A number of EBM databases were searched, 
including the Cochrane Central Register of Controlled Trials (CCTR), Cochrane Database of Systematic 
Reviews, ACP Journal club, and Database of Abstracts of Review of Effects (DARE). PubMed, 
Psychlnfo, CINAHL, Ageline, Social Services Abstracts, Social Work Abstracts, and ERIC databases 
were used to identify published literature and other resources using a combination of age-related terms 
(older, geriatric, elder, late-life, etc.) with the following search terms: alcohol, prevention, early, 
intervention, brief intervention, screening. Search techniques were also employed to follow promising 
search directions, such as the “Related Articles” feature in PubMed. Additional searches were performed 
using the Google search engine and federal agency and grant databases, such as the federal CRISP 
(Computer Retrieval of Information on Scientific Projects) and National Institutes of Health (NIH) 
Clinical Trials database. 


Universal Prevention 

The evidence-base supporting effective universal prevention programs for alcohol misuse 
among older adults is very limited. To summarize, few population-based prevention programs targeted at 
the prevention or reduction of hazardous or harmful drinking among older adults have been evaluated 
rigorously. The best available studies are reviewed below. Please see Table 2 for further details regarding 
each study. 


Health Education 

Two recent studies have demonstrated improvements in knowledge of alcohol misuse among 
older adults using a pretest/posttest evaluation of health education interventions to prevent alcohol 
misuse. Fink and colleagues describe the development and evaluation of health promotion materials 
specifically designed to educate older adults about non-hazardous, hazardous, and harmful alcohol use. 71 
This project brought together patient focus groups, physicians, educators, and alcohol researchers in 
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developing materials and measures. Participants were patients of UCLA physicians who were 
community-dwelling adults age 60 or older (n=101). The materials consisted of a written booklet and 
pamphlet. Knowledge and self-efficacy scores increased among participants from a pretest assessment to 
an immediate posttest. Process evaluation results also indicated high levels of feasibility and patient 
satisfaction. The authors concluded that older adults were motivated and able to learn about age- 
appropriate and recommended alcohol use. In a different pilot study among women aged 54-90 (n=32), 
Eliason and Skinstad 72 found that older women, particularly moderate to heavy drinkers, demonstrated 
improved knowledge regarding alcohol and medication misuse and other health behaviors immediately 
after a 60-minute educational presentation. These programs did not assess longer-term knowledge 
retention, so it is unclear whether the immediate knowledge and self-efficacy gains are sustainable over 
time. 


Preventive Physician Visits 

There has been very limited research regarding the effectiveness of general preventive health 
counseling among older adults. In a randomized trial, Medicare beneficiaries (age 65 and older) were 
assigned either to an intervention group (n=1573) that offered yearly preventive visits for 2 years and 
optional counseling visits to their primary care provider or to a control group (n=1524) that received usual 
care. 73 Information was collected at baseline and at 2 years. The intervention visit included history and 
physical exam, screening and immunization, and review of lifestyle health behaviors. Differences were 
observed between the intervention and control groups in the extent to which changes occurred in smoking 
and problem alcohol use, but none of the differences were statistically significant. There was virtually no 
difference between the groups in changes to sedentary lifestyle. Problem alcohol use was defined as any 
positive response to the Cut down, Annoyed, Guilty, Eye-opener (CAGE) Questionnaire; the CAGE was 
repeated at 2-year followup. The authors concluded that the study demonstrated the difficulty of bringing 
about health behavior change in older patients during the course of a yearly preventive visit for 2 years 
with their primary care physician when the visit encompasses screening and immunizations, as well as 
physician-directed health behavior counseling. The study implied that more targeted preventive measures 
are needed than a general preventive visit to effect changes in specific health behaviors. 

A series of health promotion demonstration programs (the Rural Health Promotion Program) 
offered health screening and disease risk factor interventions, including alcohol counseling, at no cost to 
rural Medicare beneficiaries (aged 65 and older). 74 ' 75 The evaluation indicated that older rural Americans 
modestly increased their use of a range of prevention/health promotion services if covered by Medicare. 
However, the study did not analyze the participation in the alcohol counseling because few people were 
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eligible to receive those services after assessment (~2%). Inclusion into the program was determined by a 
Health Risk Appraisal (HRA) interview, but the authors did not report the specific criteria used to 
determine eligibility for preventive alcohol counseling among these Medicare beneficiaries. 


Screening and Assessment 

Accurate identification of alcohol misuse and risky drinking behaviors is important in the 
prevention and early intervention of geriatric alcohol misuse. 76 In particular, despite the common 
occurrence of alcohol problems, health care personnel often fail to recognize problem drinking among 
older patients. 4,77 A number of screening tools are often used with older adults, but only a few have been 
developed and evaluated specifically for use with this population. The Michigan Alcoholism Screening 
Instrument-Geriatric Version (MAST-G) and its shorter version (SMAST-G) were developed as screening 
instruments to detect alcohol abuse and dependence among older adults. 78 ' 80 Quantity and frequency 
measures have also been identified as essential screening tools among older adults, as recommended 
alcohol consumption levels for older adults are lower than those for adults under age 65. 4,81,82 

Several recent studies have evaluated the Alcohol-Related Problems Survey (ARPS) and a 
shorter version (Short ARPS or shARPS). The ARPS was developed and has tested reliably as a screening 
measure designed for older adults, intended to identify risks of alcohol consumption due to age-related 
physiological changes, declining health and functional status, and medication use. 83 It classifies drinking 
as non-hazardous, hazardous, or harmful. Non-hazardous drinking is defined as consumption with no 
known risks for adverse physical or psychological health events, hazardous drinking is consumption with 
such risks, and harmful drinking results in adverse events. Fink and colleagues 84 compared the ARPS to 
three validated alcohol screens: the Cut down, Annoyed, Guilty, Eye-opener (CAGE), Short-Michigan 
Alcohol Screening Test (SMAST), and Alcohol-Use Identification Test (AUDIT). Current dri nk ers 65 
years and older (n=574) completed the ARPS and AUDIT in primary care clinics; after random 
assignment, half of the group completed the CAGE and half completed the SMAST. The ARPS identified 
nearly all drinkers detected by the CAGE, SMAST, and AUDIT and detected hazardous and harmful 
dri nk ers not identified by these measures. These dri nk ers used medications or had medical conditions that 
placed them at risk for adverse health events. Moore and colleagues evaluated the validity and reliability 
of the ARPS and the shorter shARPS. 85 The two measures were compared against a “LEAD” standard 
(“longitudinal evaluation done by experts employing all available data”: a medical record review, a 
clinical interview, and a telephone interview with a collateral informant) among a sample of 166 dri nk ers 
aged 60 years and older in 10 internal medicine clinics. The ARPS and shARPS proved to be sensitive in 
identifying older drinkers with a spectrum of alcohol use disorders. They were also more sensitive than 
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the AUDIT and the SMAST-G in identifying older persons who may be at risk or experiencing harm due 
to alcohol use. The authors suggest that these instruments provide information on specific risks associated 
with alcohol use not obtained by other screening measures and may therefore better facilitate clinician- 
provided interventions. 


Combined Screening and Health Education 

Nguyen, Fink, and colleagues evaluated the feasibility of a combined alcohol-screening and 
health education system for older patients: the Computerized Alcohol-Related Problems Survey (CARPS) 
system. 86 The CARPS system is a screening and health education device that processes and produces 
individual drinking risk reports based on an individual’s survey responses. The study was conducted 
among primary care patients age 60 and older (n=106), examining completion rates, participant drinking 
characteristics, and patient attitudes. Nearly all participants were able to complete the program while 
waiting for a scheduled physician appointment (median time 15 minutes). Sixty-seven percent of 
participants reported learning new information, 78 percent had never discussed alcohol with a physician, 
and 31 percent intended to do so. The authors concluded that combined screening and health education 
were feasible in health care settings such as primary care practices. Please note in the Indicated and 
Selective Prevention Strategies section below that a randomized trial is underway to evaluate the 
effectiveness of the CARPS system. 


Indicated and Selective Prevention Strategies (Early Intervention) 

Clinical trials for brief intervention with at-risk older drinkers have shown effectiveness with 
this population. There is a substantial evidence base indicating that brief interventions in a variety of 
clinical settings are effective at reducing alcohol consumption among adults of younger ages. 1,87 ' 90 To 
date, three randomized clinical trials have examined brief interventions to reduce hazardous drinking 
among older adults in primary care settings. Please see Table 3 for more information regarding each 
study. 


Brief Interventions in Primary Care Settings 

A controlled clinical trial, Project GOAL (Guiding Older Adult Lifestyles), examined the 
efficacy of brief physician advice in reducing the alcohol use and use of health care services of older adult 
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problem drinkers. 2 The study involved 43 family physicians and internists in 24 community-based 
primary care practices in Wisconsin. Subjects age 65 or older were randomized into a control group (n = 
71) or an intervention group (n = 87). Intervention group patients received two 10- to 15-minute 
physician-delivered counseling sessions scheduled 1 month apart. Sessions included advice, education, 
and contracting using a scripted workbook, as well as a followup telephone call by a nurse 2 weeks after 
each session. Control group patients received a general health booklet. At total of 146 patients (92.4%) 
participated in the 12-month followup procedure. No significant differences were found between the 
control and intervention groups at baseline in alcohol use, age, socioeconomic status, depression, onset of 
alcohol use, smoking status, activity level, or use of mood-altering drugs. Intervention group patients 
demonstrated a significant reduction in 7-day alcohol use, episodes of binge drinking, and frequency of 
excessive drinking (p <.005) compared with the control group at 3, 6, and 12 months after the 
intervention. Specifically, among the older adults who received the physician-delivered brief intervention, 
there was a 34 percent reduction in 7-day alcohol use, 74 percent reduction in mean number of binge¬ 
drinking episodes, and 62 percent reduction in the percentage of older adults drinking more than 21 drinks 
per week compared with the control group. Due to the small number of events, patterns of health care 
utilization were not extensively analyzed. This study provided the first direct evidence that brief physician 
advice can decrease alcohol use by older adults in community-based primary care practices. The methods 
were replicable and reasonably transferable to comparable health care settings. 

Gordon and colleagues 91 compared the effects of three types of early interventions in a 
randomized clinical trial among older patients (age 65 and older) with hazardous drinking and examined 
whether older patients responded similarly to younger populations. Forty-five older enrollees met criteria 
for hazardous drinking and were randomized to receive Motivational Enhancement (ME, n = 18), Brief 
Advice (BA, n = 12), and Standard Care (SC, n = 12). At baseline, older adults drank more alcohol and 
abstained fewer days than the younger cohort (p < 0.05). During the 1-year study, older adults in all three 
conditions increased the number of days abstained, decreased the number of drinks per day, and reduced 
the number of total days per month drinking. There were trends toward decreases in the alcohol 
consumption measures in the ME and BA treatment arms compared to SC. The older groups’ response to 
all interventions was similar to that of the younger cohort in the larger study. Despite extremely low 
sample sizes, the authors suggest that brief interventions reduce alcohol consumption in older adults 
similarly to younger populations. 

The Health Profiles Project was a randomized clinical trial that examined the effectiveness 
of an age-specific brief alcohol intervention for older adults in primary care settings who report drinking 
above recommended limits. 92 Health screening, including specific questions regarding alcohol use and 
misuse, was conducted with more than 14,000 older patients (age 55 and over) seeking health care in 46 
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primary care clinics located in southeast Michigan and northwest Ohio. A total of 446 older patients who 
screened positive for hazardous drinking were randomized either to a brief (20-25 minute) alcohol 
intervention or control condition. Intervention group patients received an intervention appointment during 
which the clinician and patient would review together a Brief Alcohol Intervention booklet that included 
the patient’s self-reported drinking data and develop a contract to reduce at-risk drinking. Control group 
patients received an intervention appointment and were given a general health advice booklet (addressing 
a range of health behaviors including alcohol use as well as nutrition, exercise, smoking, etc.). 
Participants were re-assessed at 3, 6, 12, and 18 months post-intervention. Preliminary results show 
significantly more reduction in frequency and quantity of alcohol consumption for the brief intervention 
compared to the control condition. These results suggest that an easy-to-administer, elder-specific brief 
alcohol intervention is effective in reducing at-risk drinking among older adults and shows promise in 
improving long-term alcohol-related health outcomes for this population. 

A substudy of the Health Profile Project examined male veterans in the sample and 
estimated the effects of the brief intervention on health care use in that population. 93 Male veterans 
exposed to the intervention (n=100) used more outpatient medical services in the short term compared to 
the control group. Long-term effects on inpatient/outpatient use were not observed. These findings 
suggest that brief interventions aimed at reducing drinking may be associated with increased efforts to 
seek health care. The authors concluded that early detection and management of alcohol-related or other 
illnesses might be expected to accrue savings in later years due to positive health behavior changes. 


Ongoing Selective Prevention Programs Under Evaluation 

A search of current federally funded research identified three ongoing projects that are 
specifically designed to prevent alcohol misuse among older adults. All three focus on the identification 
of and brief intervention with at-risk older drinkers in health care settings. The CARPS system, described 
above, is the focus of a current research project funded by the National Institute on Alcohol Abuse and 
Alcoholism (NIAAA). 94 The project is a randomized trial of the effectiveness and cost-effectiveness of an 
integrated patient provider intervention to prevent harmful, hazardous alcohol use (risks for problems) in 
older adults. The patient intervention uses the CARPS, which results in printed Patient and Physician 
Reports with classification of the patient as a harmful, hazardous or non-hazardous drinker and reasons 
for the classification. The Patient Report references a companion educational booklet developed for older 
adults. The provider component is based on a physician intervention with proven effectiveness. The 
proposed research design involves randomization of 28 primary care physicians in four clinics and their 
eligible patients age 65+ to the intervention vs. “usual care.” Outcomes include the comparative 
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effectiveness of a patient and physician educational intervention to prevent geriatric alcohol hazardous 
and harmful use, the comparative costs of the intervention, and the post-effectiveness of the intervention, 
all relative to usual care. Effectiveness measures include alcohol consumption behaviors, health-related 
quality of life; proximal outcomes examined include knowledge and self-efficacy. 

A NlAAA-fiinded study is underway identifying at-risk drinkers using the shARPS. 95 The 
investigators proposed a 12-month, randomized, controlled trial involving 880 individuals attending 
primary care clinics at two non-academic sites. The intervention consists of advice given to both at-risk 
drinkers and their physicians personalized to address the particular reasons an individual is identified as 
an at-risk drinker. At-risk drinkers will be randomized to receive either brief advice about at-risk drinking 
(intervention) or a booklet on healthy behaviors (control). Assessments are planned at baseline, 3 months 
and 12 months. Planned analyses will assess the effect of the intervention on the prevalence of at-risk 
drinking, the amount of drinking, and the numbers of risks identifying those subjects still considered at- 
risk drinkers. This study will be the first to assess a preventive intervention to reduce risks of alcohol use, 
alone or in conjunction with comorbidity and medication use among older adults in primary care. 

Funded by N1AAA, the stated aim of Project SHARE (Senior Health and Alcohol Risk 
Education) is to examine whether patient and provider education can decrease risky alcohol use and 
reduce health care costs in persons 65 years of age and older. 96 The proposed research design involves 
randomization of 28 primary care physicians in four clinics and their eligible patients age 65+ to an 
intervention or “usual care” condition. The intervention will include a “tested computerized screening and 
education system that was developed especially for older adults and their providers, supplemented by a 
well-established intervention for physicians.” Expected total study enrollment is 1,229; the study timeline 
is May 2005-August 2010. Outcome measures include hazardous and harmful drinking, health-related 
quality of life, utilization and costs, as well as alcohol knowledge, alcohol-related self-efficacy, and 
functional status. 

In addition to ongoing clinical trials, a recent collaborative publication from the National 
Council on the Aging and SAMHSA, entitled “Promoting Older Adult Health,” describes several 
promising programs and partnerships that have been developed to address alcohol misuse, as well as 
medication and mental health problems in older persons. 
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Conclusions 


Alcohol problems among older adults are associated with increased health care utilization 
and significant health care expenditures. Studies have indicated that targeted prevention and early 
intervention with this population can impact subsequent health care utilization. Prevention and early 
intervention programs, including those focused on risk and protective factors associated with this age 
group, are some of the most promising approaches to maximizing health outcomes and minimize health 
care costs among older adults. These programs represent the future of age-appropriate care for the 
growing number of older Americans. A range of prevention/intervention strategies available to older 
adults including prevention and education for persons who are at risk but nondependent drinkers, accurate 
identification and screening tools, brief advice during medical visits by primary care providers, and 
structured brief intervention protocols. These approaches offer providers and consumers options that meet 
different needs and preferences of older adults across the spectrum of drinking patterns. While progress 
has been made in understanding the effectiveness of preventive alcohol screening and brief interventions 
with older adults, there are challenges to matching these models to different service settings and different 
subgroups of older adults. 

The scarcity of prevention programs addressing geriatric alcohol misuse in the published 
literature is notable. This review of the existing evidence base indicated that a number of the evaluated 
prevention programs that have included alcohol may have failed to identify alcohol misuse among older 
adults accurately (i.e., see Wallace and colleagues 97 discussion in the Depression & Anxiety section). For 
example, using the CAGE as the only measurement instrument will likely identify only those with alcohol 
abuse or dependence issues. 1 ' 86,98 Further, CAGE scores are a lifetime measure (“Fiave you ever felt the 
need to Cut-down?”), so are less sensitive to measuring change. As the CAGE does not have high validity 
with older adults, 1 if used, it should ideally be part of a larger questionnaire or interview that includes 
quantity/ffequency questions, and questions about consequences. Other health promotion programs 
directed at older adults, such as the one examined by Fiuang and colleagues, 99 did not address alcohol 
misuse. Although study authors identified the importance of mental health promotion among older adults, 
the study did not indicate specific information provided on alcohol misuse or measure changes in 
knowledge in this area. 
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Table 2. Prevention and screening of late-life alcohol misuse (continued) 
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Specificity SMAST-G: 96% 



Reference Study Design Model/ Conditions Age Sample Followup Outcome measures and Results Limitations/ Comments 

Fleming et RCT Interv: Booklet and 2 65+ Male and female Followup 3,6, and 12 Interv group compared to control: Strong evidence of 

al., 1999 2 Project GOAL 10-15 minute MD- patients with problem mos 34% reduction in 7-day alcohol use; efficacy; consistent with 

delivered counseling Range: drinking in 24 primary 92.4% patients 74% reduction mean # of binge- literature for younger 

sessions 1 month 65-85 care clinics. completed 12-month drinking episodes; 62% reduction in adults. Costs involved in 
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Medication Misuse 


Medication misuse is an important arena for prevention and early intervention among older 
adults. In contrast to drug abuse in young adults who often abuse illicit or illegally obtained prescription 
drugs, drug abuse problems among older adults more typically occur from misuse or abuse of prescription 
and/or over-the-counter medications, as well as herbal remedies. Relative to younger individuals, older 
adults use a high number of prescription and over-the-counter medications, which increases their risk for 
inappropriate use of medications. Studies report that older persons regularly consume on average between 
two and six prescription medications and between one to three over-the-counter medications. 100 Late-life 
medication misuse includes the overuse, underuse, and irregular use of both prescribed and over-the- 
counter (OTC) medications. 

Medication misuse that involves particular types of medications or patterns of use may 
develop into drug abuse. 101 ' 102 For example, a subset of older adults is at risk of developing problems with 
physical dependence when prescribed narcotics, barbiturates, or benzodiazepines over long periods of 
time. Of particular concern is the combined use of specific prescription medications or OTC medications 
with alcohol that are known to result in serious health problems. For example, concurrent use of alcohol 
with benzodiazepines or barbiturates can result in sedation, confusion, falls, delirium, and withdrawal 
seizures. Typically, abuse of psychoactive substances among older adults does not involve the use of 
these substances specifically to “get high” nor are they usually obtained illegally. 81 Instead, unsafe 
combinations or amounts of medications may be obtained by seeking prescriptions from multiple 
physicians (“doctor shopping”), by obtaining medications from family members or peers, or by 
stockpiling medications over time. Thus, medication abuse among individuals in late life is qualitatively 
and quantitatively different than it is for younger adults. 

Several search engines were used to identify programs addressing the prevention of and 
early intervention with medication misuse among older adults. A number of EBM databases were 
searched, including the Cochrane Central Register of Controlled Trials (C-CTR), Cochrane Database of 
Systematic Reviews, ACP Journal club, and Database of Abstracts of Review of Effects (DARE). 
PubMed, Psychlnfo, CINAHL, Ageline, Social Services Abstracts, Social Work Abstracts, and ERIC 
databases were used to identify published literature and other resources using a combination of age- 
related terms (older, geriatric, elder, late-life, etc.) with the following search terms: medication, 
prescription, benzodiazepine, misuse, abuse, prevention, screening, assessment. Search techniques were 
also employed to follow promising search directions, such as the “Related Articles” feature in PubMed. 
Additional searches were performed using the Google search engine and federal agency and grant 
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databases, such as the federal Computer Retrieval of Information on Scientific Projects (CRISP) and the 
NIH Clinical Trials database. 


Universal Prevention 

The evidence base for prevention of medication misuse/abuse among older adults indicates 
some promising advances. For example, prevention programs for late-life medication misuse have 
developed and tested computer-based health education tools as well as more traditional group-based 
health education programs with an individualized component. However, the development of assessment 
and screening tools for this problem area is limited. Please see Table 4 for further details regarding each 
study. 


Health Education 

Several programs have addressed medication misuse through the use of computer 
technology. Neafsey and colleagues have conducted two studies evaluating the use of touch-screen 
notebook computers that employ an interactive multimedia software program designed for the learning 
styles and psychomotor skills of older adults called the Personal Education Program (PEP). A randomized 
clinical trial found that older adults (age 60 and older) using the PEP software increased knowledge and 
improved self-efficacy regarding the potential drug interactions that can result from self-medication with 
OTC medications and alcohol, compared to controls and those receiving a conventional information 
booklet. 103 PEP users also reported fewer adverse self-medication behaviors over time. Another study 
involving PEP consisted of a randomized pilot study with more limited content (drug interactions with 
OTC antacids, calcium supplements, and acid reducers). 104 The group using PEP in this study also 
demonstrated increased gains in knowledge and self-efficacy compared to controls. These programs did 
not assess long-term knowledge retention, so it is unclear whether the immediate knowledge and self- 
efficacy gains were sustained over time. Alemagno and colleagues 105 conducted a pretest/posttest pilot 
evaluation of an interactive computer intervention to reduce risk of medication misuse, showing some 
promising results at the 2-month followup among older adults recruited from senior centers (mean age 
76): 55 percent of participants used the computer-generated medication reminder checklist, 32 percent 
used the checklist to discuss problems with a physician, and 24 percent reported “real change” in the way 
they took medications. 
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Group health education in church settings combined with individual sessions with a 
pharmacist has been evaluated as an alternative approach to preventing medication misuse. Although this 
evaluation was not targeted specifically at geriatric populations, the mean age of the volunteer 
participants was 69.7. In this pretest/posttest evaluation study, Schommer and colleagues. 106 found that 
participants reported taking fewer medications on a daily basis and had fewer medication-related 
problems 6 months after the intervention. 


Assessment 


The evidence base regarding comprehensive screening and assessment for geriatric 
medication misuse is narrow. DeBrew and colleagues 107 tested a standardized instrument to assess 
medical knowledge and practices among a small group (n=20) of older adults age 65 and older newly 
admitted to a home health care agency. This instrument showed promise as a useful tool for health care 
practitioners in home health care settings, but data were limited. 


Medication Non-adherence 

One aspect of medication misuse that has received extensive attention in the literature is 
medication non-adherence. Schlenk and colleagues 108 provide a review from a nursing perspective of 
factors associated with medication non-adherence among older adults (defined as age 50 and older), as 
well as a number of strategies and interventions that have potential for the prevention of medication 
misuse. In addition to the studies reviewed elsewhere in this section, other strategies include effective 
instruction formats for older adults (i.e., drug-taking instructions organized in lists rather than paragraphs, 
use of pictorial icons, etc.) 109112 and use of calendar blister packs compared to standard bottles or packets 
among older patients. 111 Schlenk and colleagues 108 also review a variety of methods for assessment of 
medication non-adherence among older adults, including self-reports, pill counts, pharmacy records, 
biochemical measures, clinical judgment, therapeutic response, and electronic monitoring. 


Indicated and Selective Prevention Strategies (Early Intervention) 

Clinical trials for early intervention with older adults at risk for medication misuse have 
shown mixed results. To date, a number of randomized clinical trials have examined several types of early 
interventions, including interventions with older patients prior to hospital discharge, interventions 
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targeted at provider prescription patterns, home-based medication review, and patient education. Please 
see Table 5 for more information regarding each study. 

There is a growing evidence base regarding early interventions focused on pharmacy 
services to prevent or minimize drug-related problems in geriatric populations. Hanlon and colleagues 114 
recently reviewed the evidence from randomized controlled studies to determine whether drug-related 
problems and associated health outcomes can be modified by providing clinical pharmacy services for 
older adults in community-based settings. They found 14 randomized controlled studies assessing drug- 
related problems and health outcomes in individuals age 65 and older after pharmacist interventions in 
various settings, including home health settings (five studies), hospitals prior to discharge with home- 
based followup (three studies), clinics (three studies), a community pharmacy (one study), and long-term 
care facilities (two studies). The authors concluded that there was considerable evidence that clinical 
pharmacy interventions reduced the occurrence of drug-related problems but showed limited evidence 
that the interventions reduced morbidity, mortality, or health care costs. The study by Al-Rashed and 
colleagues 115 described below is an example of a pharmacist intervention study. 


Hospital Discharge-based Programs 

Several studies have explored strategies to improve medication compliance and reduce 
medication misuse among older adults upon hospital discharge. Al-Rashed and colleagues 115 found that 
patient knowledge and compliance to medication regimen was significantly better among patients (age 65 
and older) receiving a 30-minute consultation with a pharmacist prior to hospital discharge compared to 
those receiving standard discharge procedures. Those patients receiving the pharmacist consultation also 
had significantly fewer unplanned trips to the doctor, hospital admissions, and personally altered their 
medications less than controls. Pereles and colleagues 116 evaluated the Self-Medication Program (SMP), 
a three-stage program in which geriatric patients (mean age 80) were given increasing responsibility for 
administering their own medications while still in the hospital. Compared to controls, the SMP patients 
had fewer medication errors, showed significant improvement in compliance, and had fewer serious 
medication errors at approximately 1 month after hospital discharge. A study by Lowe and colleagues 117 
found comparable results in a study in which older patients (age range 57-96) who completed a three- 
stage self-medication program before discharge had significantly higher compliance scores and greater 
knowledge of purpose of medications 10 days after discharge compared to a control group receiving 
standard care. Rich and colleagues 118 found that patients (age 70 and older) who received a 
multidisciplinary intervention prior to discharge had significantly higher medication adherence compared 
to controls receiving standard care. The intervention included comprehensive patient education, dietary 
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and social service consultations, medication review with a cardiologist, and intensive post-discharge 
followup. Esposito 119 evaluated the effects of four different types of medication education prior to 
discharge for patients aged 65 and older. Although those results should be interpreted cautiously due to 
small sample size, the groups with medication dosage schedules had decreased incidence of medication 
errors compared to groups without schedules. 


Prescribing Guidelines for Providers 

Decision support systems for prescribing have been proposed as one promising avenue to 
decrease inappropriate or excessive medication use and to prevent related adverse drug events among 
geriatric populations. In a quasi-experimental study, Peterson and colleagues 120 evaluated a computer- 
based system of guided dosing of psychotropic medications and selection guidelines for clinicians treating 
older inpatients (aged 65 and older). The intervention targeted three medication classes: benzodiazepines, 
opiates, and neuroleptics. The intervention increased the prescription of the recommended daily dose, 
reduced the incidence of 10-fold dosing, and reduced the prescription of nonrecommended drugs. Patients 
in the intervention cohort had lower fall rates (in the hospital). No effects on length of stay or days of 
altered mental status were found. 

A study among 41 general practitioners (GPs) in Queensland, Australia, found that 
“therapeutic flags” may improve appropriate prescribing behaviors. 121 The practitioners used a series of 
statements (therapeutic flags) applied to the medication lists of 727 older patients. These targeted 
instructional statements on quality prescribing resulted in changes in 14.5 percent of prescribed 
medications and the discontinuation of 6 percent of the medications. The process led to increased 
monitoring as well. 


Medication Review: Home and Nursing Home Settings 

A number of studies have examined the effectiveness of home-based medication review as 
an early intervention strategy to prevent medication misuse among older adults. The HOMER program 
was a large British clinical trial (n=872) in which a pharmacist reviewed medications, provided education, 
and addressed barriers to compliance (such as inability to open pill bottle tops) with adults age 80 and 
older in their homes 2 and 8 weeks after hospital discharge. 122 Surprisingly, the intervention group had 
significantly more emergency hospital readmissions and physician home visits than controls. The authors 
referenced three additional recent studies in the United Kingdom of community-based medication review 
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among older adults in which two showed non-significant decreases in admissions 121124 and one showed a 
non-significant increase in admissions. 125 Finally, they conclude that the evidence remains mixed 
regarding community-based medication review, particularly in regards to outcomes such as hospital 
admissions. 


In a randomized clinical trial involving a series of three home visits by pharmacists for all 
study participants, Lowe and colleagues 126 demonstrated increased compliance and understanding of 
purpose of medications among the group (aged 65 and older) that received additional pharmacist services 
during the first two home visits (an assessment of ability to use medications and appropriateness of 
prescribed medications during visit one; discussion and reminder chart during visit two). In a different 
three-arm clinical trial, a group (aged 60 and older) that received a home visit that included a 20-minute 
teaching session, provision of pill cassettes, and a followup telephone call 1-2 weeks after the home visit 
indicated significantly greater improvement in medication-taking behaviors than the group without the 
followup telephone call. 127 Both groups receiving the home visit teaching sessions had significantly 
higher medication-taking behavior scores compared to controls. In a study of older adults aged 65 and 
older receiving community nursing visits, Griffiths and colleagues 128 demonstrated knowledge increases 
after a home-based medication review and individualized consultation by a nurse among a group 
identified with deficits in medication knowledge and/or self-management ability. 

In a small study in an inner-city setting, two general practitioners made one comprehensive 
visit each to four randomly selected nursing homes to review the prescribing record of each patient and 
alter prescriptions if needed. 129 Among the 107 patients (aged 57-99, mean age 82.1) with “repeat” 
prescriptions reviewed, 65 percent had their prescriptions altered. Fifty-one percent had at least one item 
stopped, 26 percent had at least one item changed, and 7 percent had a new medication prescribed. One 
person had the medication dose increased. Benzodiazepines, antipsychotic drugs, antidepressant drugs, 
non-opioid analgesics, and laxatives were the medications most often stopped after review. Although the 
study is not generalizable, the authors concluded a single visit to a nursing home and a comprehensive 
review of prescriptions can greatly reduce the consumption of inappropriate medications. 


Patient Education 

A number of studies of variable quality have evaluated nursing-based education 
interventions. These studies have indicated mixed results in increasing knowledge and/or medication 
compliance among adults age 65 and older, particularly over time (studies are summarized here, but not 
included in Table 5). Fielo and Warren 130 found that a group with a teaching session and medication 
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instruction sheet made fewer medication errors after 1 week compared to controls, but no differences 
between groups were sustained after 4 weeks. Harper 131 found that a group receiving oral instruction 
during four home visits demonstrated increased knowledge and compliance after 4 days compared to a 
control group receiving four home visits but no oral instruction, but again no differences were sustained 
after 4 weeks. Kim and Grier 132 found that among groups given taped medication instructions, the group 
receiving taped instructions at a slow pace demonstrated improved knowledge after 1 day compared to the 
groups receiving either no instruction or taped instructions at a normal pace. Taira 133 found that clients 
demonstrated improved knowledge regarding medications 1 week after a teaching session (no control 
group). Finally, Wolfe and Schirm 134 found that a group receiving medication counseling and a fact sheet 
demonstrated increased knowledge compared to controls after 3 weeks, but these differences were not 
sustained at 6 weeks. No differences in medication compliance were found between the two groups at 3 or 
6 weeks. 


Ongoing Prevention Programs Undergoing Evaluation and Research Directions 

A search of the federal web sites did not identify any studies currently underway that address 
prevention of or early intervention with medication misuse among older adults. It is of note that many of 
the studies regarding medication misuse have originated internationally. A current NIAAA-funded study 
(described above in the Alcohol Misuse: Ongoing Prevention Program section) assessing a prevention 
intervention to reduce risks of alcohol use does include medication use among the risk factors addressed 
in the intervention. 95 However, a variety of guidelines and recommendations have been developed to 
assist providers and consumers in taking steps to minimize risks associated with medication misuse. An 
example of a set of basic recommendations aimed at prevention of medication misuse is provided by an 
interdisciplinary panel assembled by the nonprofit Alliance for Aging Research. This group issued 
recommendations for researchers, health care organizations, and public policymakers to address the issue 
of geriatric medication misuse in its 1998 publication, “When Medicine Hurts Instead of Helps: 
Preventing Medication Problems in Older Persons.” 135 The recommendations were as follows: 

■ Recommendation #1: Compile and disseminate a list of medications considered 
potentially inappropriate for use in older persons and mandate that the list be used as a 
screening tool. 

■ Recommendation #2: Provide geriatrics-relevant labeling information for over-the- 
counter medications. 

■ Recommendation #3: Fund and encourage research on medication-related problems in 
older persons to determine which medications are most troublesome and which 
patients are most at risk. 
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■ Recommendation #4: Provide incentives to pharmaceutical manufacturers to better 
study medication effects in the frail elderly and oldest old in pre- and post-marketing 
clinical trials. 

■ Recommendation #5: Establish mechanisms for data collection, monitoring, and 
analysis of medication-related problems by age group. 

■ Recommendation #6: Encourage health care professionals’ competency in geriatric 
pharmacotherapy. 

■ Recommendation #7: Direct Medicare Graduate Medical Education dollars to training 
in geriatric pharmacotherapy. 

■ Recommendation #8: Fund and provide education and resources for caregivers 
providing medication assistance to older people. 


Conclusions 


Medication misuse is a serious and growing problem among older adults. Older adults can be 
particularly vulnerable to dangerous medication interactions and other problems related to medication 
misuse given age-related physical changes, cognitive changes, health problems with related numerous 
medications, and social isolation. Older adults with limited English language skills or low literacy skills 
can be at particular risk for not comprehending complex medication regimes and failure to recognize 
risky medication-taking behaviors. There is a growing body of research indicating that most medication- 
related problems are predictable and thus potentially preventable. 135 The evidence base for prevention 
programs to address medication misuse among older adults is limited and in its early stages. The studies 
described above have a variety of methodological limitations, such as selection of primary outcome 
measures (e.g., actual medication-taking behavior and health outcomes are not measured), lack of control 
groups, short followup time periods, and poor followup rates. As mentioned above in the section on 
Alcohol Misuse, the scarcity of research regarding prevention programs addressing late-life medication 
misuse is notable. 

The evidence base for early interventions to address this problem is more substantial, but 
many questions remain unanswered. The exact mechanisms at work are unclear in the complex issue of 
medication misuse among older adults. For example, findings such as increased hospital admissions 
among older persons receiving home-based medication reviews point to the need for further research to 
illuminate the most effective types of interventions. In particular, new technologies are needed that are 
matched to the needs of specific groups of consumers in specific settings. Finally, risk and protective 
factors need to be identified that correspond to older adults with a range of health conditions, cognitive 
skills, assistance in the home, and complex medical regimens. 
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Controls: 25 
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effects 

4: Med schedule + 30 
min verbal instruction 
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own meds compared to controls. 
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drugs, obtain Controls: mailed quality of of life or reduce deaths compared to methods of med 

compliance aid Mean Interv: 429 life survey at 3 and controls. review. Med review 

Controls: Usual care 85.5 + 4 Controls: 426 6 months f—80% visit (Int.) was 

followup rate) voluntary and 

patient-initiated. 



PREVENTION OF MENTAL HEALTH PROBLEMS 


One in five older adults has a significant mental disorder, including more than 16 percent 
with a primary psychiatric illness and 3 percent with dementia complicated by psychiatric symptoms. 11 
Depression and anxiety disorders are among the most common mental health problems in older persons 
and affect approximately 3-7 percent and 11 percent of the general older adult population, respectively. 12 
The prevalence of other mental health disorders such as schizophrenia and bipolar disorder is much lower 
(less than 1%), although these disorders impart significant functional impairments in older persons. As 
with substance abuse, the prevalence of these disorders is heightened among persons receiving health care 
in the primary care system, in outpatient mental health settings, and in nursing homes. 136 ' 137 

This review focuses on the universal, selective, and indicated prevention of the most 
common mental health problems in older adults. We specifically address the most prevalent conditions 
(mood and anxiety disorders) and suicide. Similar to the mental health treatment literature, most 
prevention programs target depressive symptoms and do not address late-life anxiety or other mental 
health conditions. Programs that target the reduction of depressive symptoms also heavily inform our 
reviews of suicide prevention. We specifically excluded the prevention of cognitive disorders, such as 
dementia, as this area includes a relatively large, rapidly growing, and complex research literature that is 
outside the scope of this review. The exclusion of dementia is based on the premise that the prevention 
and treatment of cognitive impairment disorders are most commonly addressed outside of the mental 
health care system and are, thus, less pertinent to state and local substance abuse and mental health care 
service providers and administrators. 


Depression and Anxiety 

Risk factors for late-life depression have been identified through a systematic review of the 
research literature and a longitudinal study. In a review of 20 studies, Cole and Dendukuri 138 noted that 
bereavement, sleep disturbance, disability, prior depression and female gender were all significant 
predictors of depression. Risk factors for depression have also been identified through a survey of older 
persons living in the community. Using data collected from two questionnaires administered 5 years apart 
to 1,947 older adults, Strawbridge and colleagues 139 noted that older adults who were more likely to be 
depressed included those with low and medium physical activity, physical disability or mobility 
impairment, one or more chronic conditions, fewer than three close friends or relatives, and those who 
were somewhat satisfied or not satisfied with friendships. 139 Several of these risk factors may be mitigated 
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by preventive efforts, including programs that attend to persons that are currently suffering from 
depression or that have a history of recurrent depression, undertreated conditions that commonly 
precipitate depression, vascular disease, functional impairment, and nutritional deficiencies. 140 

Several search strategies were used to identify programs addressing the prevention and early 
intervention of late-life depression or anxiety. The PubMed, Psychlnfo, CINAHL, Ageline, Social 
Services Abstracts, and ERIC databases were used to identify published literature using the search terms: 
depression, minor depression, sub-syndromal depression, anxiety, and prevention. Other search strategies 
were also employed, including searches conducted through Google and federal grant databases. 

The following section describes the evidence supporting prevention and early intervention 
programs for late-life depression and anxiety. In overview, there are several substantive differences in the 
evidence base for prevention compared to early intervention for depression and anxiety in older adults. 
The research literature describing the prevention of depression is relatively small and is largely focused 
on health promotion and positive aging and includes programs such as exercise, life review, reminiscence 
therapy, educational classes, and mind-body wellness. Much of this literature is based on the reduction of 
known risk factors for depression. In contrast, much of the literature on early interventions for depression 
reflects research findings on the treatment of minor depression or sub-syndromal depression. Early 
intervention strategies include problem-solving therapy, interpersonal counseling, exercise, nurse case 
management, and caregiver training. Of note, Cole and Dendukuri 141 recently conducted a systematic 
review of controlled trials of time-limited brief (less than 12 weeks) interventions to prevent depression. 
They identified several brief interventions that have the potential to prevent depression in older people 
(these trials are included within Table 7). Finally, there is little available information to guide the 
prevention of late-life anxiety. 142 Table 6 and Table 7 provide an overview of prevention and early 
intervention programs for late-life mental illness. In addition, these studies are reviewed within the text. 


Universal Prevention Programs 

Exercise 


Physical activity has been shown to be a protective factor against the development of 
depression. 139 In addition, findings from at least two programs show that exercise can help prevent 
depression in older adults. Wallace and colleagues 97 evaluated a multi-component intervention wherein 
participants received a 30- to 60-minute visit at a senior center with a registered nurse to review risk 
factors for disability, develop a targeted health promotion plan, and introduce a supervised exercise 
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program. This visit focused on current exercise habits, alcohol and tobacco use, dietary habits, and home 
safety issues. The nurse contacted subjects by telephone to review progress toward goals, motivate 
continued behavior change, and identify problems with compliance. The exercise program was conducted 
in groups of 10-15 older adults led by a trained exercise instructor. Each 60-minute exercise session 
occurred at the senior center and consisted of 10 minutes of warm up, 15-20 minutes of strength training, 
20 minutes of walking/aerobic activity, and a flexibility and cool-down phase. As shown in Table 6, 
positive outcomes included improved health functioning and a reduction in depressive symptoms. A 
second study conducted by Penninx and colleagues 143 evaluated the effectiveness of exercise in 
preventing depression in older adults with osteoarthritis. They compared a 3-month facility-based aerobic 
or resistance exercise program to a control group receiving education on arthritis management. The 
aerobic exercise program consisted of an indoor walking program that was conducted under the 
supervision of an exercise leader and that was scheduled three times per week for 1 hour. Each session 
had 10 minutes of warm up and cool down including flexibility stretches and 40 minutes of walking at an 
intensity equivalent to 50-70 percent of the heart rate reserve. The resistance exercise program included 
three 1-hour sessions per week. Each session consisted of a 10-minute warm up and cool down and 40 
minutes of repetitions of various upper and lower body exercises using dumbbells and cuff weights, with 
weights increased in a stepwise fashion. The aerobic and resistance exercise programs were each followed 
by a 14-month home exercise program with support and supervision from an exercise leader. Evaluation 
of these programs found that aerobic exercise, but not resistance exercise, significantly reduced 
depressive symptoms. Together, these findings complement research showing that exercise is an effective 
treatment for late-life depression 144 and identify benefits of exercise in preventing depressive 
symptomatology in non-depressed older adults. 


Educational Classes 

Several educational programs were evaluated to determine their effectiveness in preventing 
depression, including two that were directly targeted at increasing knowledge of specific medical 
conditions. A 10-week arthritis education class was associated with significant reductions in depressive 
symptoms compared to a control group at 1- and 2-year followup evaluations. 145 Similarly, a 6-week 
diabetes education class combined with a support group was associated with lower incidence of 
depression at 2-year followup compared to a control group. 146 Finally, classroom and home-based multi- 
component mind-body wellness courses, including relaxation training, cognitive restructuring, problem 
solving, communication, behavioral treatment for insomnia, nutrition, and exercise, and instruction on 
mind-body relationships, were associated with a reduction in depression and anxiety symptoms compared 
to a control group. 142 
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Life Review 


Zauszniewski and colleagues 147 examined the effectiveness of a focused reflection 
reminiscence program in reducing negative emotions in older adults living in retirement communities. 
The program, entitled “Reflections for Seniors,” included members of a retirement community who met 
for 2 hours per week over a 6-week period. A similar life review program evaluated by Haight and 
colleagues 148 included nursing home residents who met for 1 hour per week over a 6-week period. Both 
studies found small effects on the reduction of depressive symptoms in older adults. 

Screening and Assessment 

Early detection of depression and anxiety disorders among older adults may be a useful 
strategy for identifying older adults who may benefit from indicated prevention efforts (early 
intervention). Screening for depression is recommended by the U.S. Preventive Services Task Force in 
health care settings where providers are prepared to confirm an accurate diagnosis and provide effective 
treatment and followup. 149 However, evidence suggests that screening alone may be associated with a 
lowering of depression levels. 150 

A brief review of the literature suggests that several instruments have been used to screen for 
depression (Geriatric Depression Scale: GDS 151 ' 152 ; Short Zung Scale Interview-Assisted Depression 
Scale; 153 Patient Health Questionnaire-9: PHQ-9 154 155 ). Of note, the PHQ-9 has been promoted as a 
practical depression screening instrument among primary care settings. 156 In addition, the Hopkins 
Symptom Checklist-25 is an effective method for identifying different categories of depressive 
symptoms, including sub-threshold depression, minor depression, and major depression. 157 Preliminary 
research suggests that the Center for Epidemiological Studies - Depression (CES-D) scale can be used to 
detect sub-threshold anxiety in older adults. 158 In addition, the Short Anxiety Screening Test (SAST) 153 
also has validity in detecting anxiety disorders in older adults. 


Indicated and Selective Prevention Strategies (Early Intervention) 

Estimates suggest that sub-threshold or minor depression is present in 8-16 percent of older 
adults residing in the community, 15-20 percent of those receiving primary care services, 25-33 percent of 
older adults in an acute care hospital, and up to 50 percent of older adults in long-term care facilities. 136 ' 137 
Moreover, the prevalence of anxiety symptoms among older adults may be as high as 20 percent and 
diagnosable anxiety disorders affect nearly 6 percent of older adults. 159 While this review identified 
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several programs for the indicated and selective prevention of geriatric depression, little information is 
available on the prevention and early intervention of late-life anxiety. 


Targeted Outreach for Vulnerable Older Adults 

The Gatekeeper program was developed to train and encourage non-traditional referral 
sources to identify and refer older adults living in the community who are at risk for serious substance 

O/T on 1 /TA 

abuse and mental health problems. ’ ’ Gatekeepers are the employees of local businesses and 
community organizations who have contact with older adults (e.g., letter carriers, police officers, ha nk 
tellers, landlords, meter readers, and many others). The “gatekeeper” model has been compared with 
traditional referral sources (e.g., medical providers, family members, informal caregivers, or other 
concerned persons) to determine its efficacy in identifying vulnerable older adults in need of 
services. 36 ' 37 ' 161 ' 162 Studies of the Gatekeeper program have found differences in individual characteristics 
between those referred by gatekeepers and those referred by medical or other traditional sources. Older 
adults (age 60+) referred by gatekeepers were significantly more likely to live alone, were more often 
widowed or divorced, and were significantly more likely to be affected by economic and social isolation. 
These findings suggest that the gatekeeper model may uniquely provide outreach to individuals who are 
less likely to access services through conventional referral approaches. At the time of referral, individuals 
referred by gatekeepers were also significantly less likely to use needed services than individuals referred 
through traditional sources, had similar service needs, and thus had a larger gap between services needed 
and services received. 36161 ' 162 At 1-year followup, older persons referred from gatekeepers had no 
difference in service utilization or out-of-home placements compared to individuals referred by traditional 
sources. 


A study conducted in urban senior congregate housing settings also used gatekeepers to 
identify older adults at high-risk of psychiatric problems. 163 ' 164 The Psychogeriatric Assessment and 
Treatment in City Housing (PATCH) model incorporates components of the Gatekeeper program and 
assertive community treatment. The PATCH psychiatric nurse met with the building administrator, an 
education program was provided to housing personnel to enhance recognition of high-risk residents and to 
clarify procedures for making referrals of high-risk residents, and weekly nurse visits included in-home 
psychiatric evaluation and case management services for residents ages 60 and older. This study of the 
PATCH model found that outreach services were associated with a decrease in overall psychiatric 
symptom severity for individuals with a variety of psychiatric disorders. 165 
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Psychotherapeutic Interventions 


Disability associated with chronic medical disorders in late life is often a precursor to 
depressive symptoms. As such, interpersonal and problem-solving therapies hold promise for preventing 
depression among individuals with specific late-life medical illnesses 166 (also see section on Ongoing 
Selective Prevention Programs Under Evaluation). In addition, these psychotherapeutic approaches have 
promise in preventing the progression from minor or sub-syndromal depression into major depression. 


Problem-Solving Therapy 

Two studies have evaluated the effectiveness of problem-solving therapy (PST) for older 
adults with dysthymia or minor depression. 167 ' 168 The PEARLS program, evaluated by Ciechanowski and 
colleagues, 169 was found to be associated with improved depressive symptoms and functional and 
emotional well-being. In addition, compared to a control group, those receiving PST were more likely to 
achieve remission of depressive symptoms (36% vs. 12%). In contrast, Williams and colleagues 168 
evaluated PST compared to an antidepressant medication (paroxetine) or a placebo. They found that 
neither treatment was associated with a difference in rates of remission compared to placebo. However, 
for those patients with minor depression, both paroxetine and PST improved mental health functioning in 
patients with initial low functioning. Only paroxetine was associated with improvement for persons with 
dysthymia. 

Interpersonal Therapy 

One study found interpersonal therapy (IPT) to be effective at preventing an increase in 
depressive symptoms. 169 Mossey and colleagues compared IPT to usual care. IPT was associated with 
improved self-rated health and after 6 months, three-fifths of the intervention group, compared to 
approximately one-third of the control group, had experienced a reduction in depressive symptoms. 


Exercise 


In contrast to the universal prevention study evaluated by Penninx and colleagues that found 
that resistance training was no more effective than placebo in preventing depression, 170 a study of older 
persons with pre-existing depressive symptoms (59% with minor depression or dysthymia) found that 
resistance training was more effective than health education alone in preventing the worsening of 
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depression. 171 Remission was achieved by six of seven (86%) participants in the resistance exercise 
group, compared to 4 of 10 (40%) participants in the health education control group. 171 


Interventions for Care Providers 

Two studies evaluate whether modifications to the provision of care can affect depressive 
symptoms. Cuijpers and colleagues 172 evaluated a multifaceted education and support program 
administered in a residential care setting, compared to usual care. The intervention included training for 
caregivers and other employees of the residential home, informational meetings for residents and their 
relatives, support groups, and discussion and feedback sessions for care providers. The target population 
included older persons who were incapable of living independently due to physical, psychiatric, or 
psychosocial constraints; yet did not require extensive nursing home care. Results indicate that an 
intervention providing education, support and feedback to residential care providers can reduce 
depressive symptoms and maintain health-related quality of life for older persons. 172 Waterreus 172 and 
Blanchard 174 evaluated the effectiveness of care delivered through a nurse case management system in 
which the care plan was developed through coordination of a multidisciplinary psychogeriatric team. 
Compared to a usual care control group, the intervention group exhibited greater reduction in depression 
severity, but was not associated with fewer cases of depression. 


Interventions for Family Caregivers 

Family caregivers, such as spouses or children caring for loved ones with dementia are also 
at risk for developing depressive disorders. In the early 1990s, Mittelman and colleagues developed and 
tested an intervention consisting of scheduled individual and family counseling sessions, unlimited 
consultation on request, and continuous support group participation for family caregivers of persons with 
dementia. 175 This intervention was found to delay nursing home placement by an average of 329 days, 
prompting researchers to develop, refine, and test similar interventions to support the capacity of natural 
caregivers to care for their loved one in the home environment. In addition to improving outcomes for the 
individual with Alzheimer’s disease, this intervention also has been found to reduce stress and 
psychological symptoms for caregivers. The counseling and support provided to families is associated 
with greater satisfaction with assistance received from others, as well as decreased caregiver 
depression. 176 In addition, PST has been successfully used to enhance the ability of caregivers to cope 
with stress and to decrease the incidence of depression and other adverse outcomes. For example, Teri 
and colleagues studied the effectiveness of PST as an intervention for reducing depression among 
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individuals with dementia and their caregivers. Caregivers who participated in PST decreased their levels 
of depression and burden over a 6-month period. 177 Of note, a recent systematic review evaluated major 
outcomes in family caregiving interventions for dementia, as published in 43 studies since 1996. Findings 
indicate that the major impact on caregivers includes decreased incidence and severity of depression, 
moderate decreases in reported anger, moderate improvement in stress management, positive changes in 
clinical health indicators such as blood pressure and stress, and small improvements in caregiver 
burden. 178 


Ongoing Selective Prevention Programs Under Evaluation 

A search of ongoing research grants identified two projects that are specifically designed to 
prevent depression in older adults. These studies examine approaches to preventing depression in older 
adults who have increased risk due to debilitating medical conditions. In the first, Rovner and colleagues 
179 are conducting a National Institute of Mental Health (NIMH) supported clinical trial, entitled 
“Preventing Depression in Macular Degeneration,” to evaluate the efficacy of PST among non-depressed 
older adults with bilateral age-related macular degeneration. Macular degeneration is a progressive eye 
disease that results in blindness and is associated with high rates of physical disability; up to one-third of 
older adults with bilateral vision loss develop depression 18 °. In this study, older adults who have 
developed macular degeneration are randomly assigned to either PST or a usual care control condition. 
The primary outcome measure is a DSM-IV diagnosis of depression. Patients are evaluated at baseline, 
month 2 (immediately post-intervention), month 6 (for the primary efficacy analysis), and month 12 (to 
evaluate sustained effects). The study will also assess the impact of PST on levels of disability and vision- 
related quality of life. Approximately 230 participants are expected to enroll in this trial, which should 
reach completion in 2005. Preliminary results are not yet available. 179 The second ongoing study designed 
to prevent depression targets older persons who are at-risk for depression due to a previous stroke. In this 
study, Robinson and colleagues 181 are evaluating the relative effectiveness of antidepressant medications 
and PST in preventing depression among older persons who have suffered a stroke. This randomized, 
double-blind, placebo-controlled trial, entitled “Prevention of Post-Stroke Depression - Treatment 
Strategy,” will treat non-depressed stroke patients with antidepressants or PST to determine the most 
effective treatments for preventing depression. Participants in this study will be randomly assigned to 
receive PST, an antidepressant medication (escitalopram), or placebo for 12 months. Participants who 
display depressive symptoms for 2 weeks or more will be removed from the study. After 12 months, 
treatment will be discontinued and participants will be monitored for an additional 6 months. 
Approximately 200 participants are expected to enroll in this study, which began in 2002. 181 
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Conclusions 


This review highlights the scientific evidence for the prevention and early intervention of 
depression and anxiety in older adults. As shown, several programs have identified positive effects in 
preventing depression or reducing depression symptoms. The best evidence exists for the effectiveness of 
exercise and psychotherapeutic interventions, such as problem-solving therapy and interpersonal therapy. 
In addition, there is evidence to suggest that targeted outreach to older adults is effective in engaging 
isolated and vulnerable older persons in treatment for mental health and substance abuse problems. Other 
potentially effective strategies include life review, reminiscence therapy, educational classes, mind-body 
wellness, and provider education. Many of these approaches require further evaluation prior to 
establishing their effectiveness among older adults. Our review also revealed that there is minimal 
evidence for programs that target the prevention of anxiety among older adults. As one in five older adults 
experiences symptoms of anxiety, 159 programs are needed in this area. 

It is important to acknowledge that several programs developed to prevent depression have 
not demonstrated effectiveness. For instance, among the brief interventions for older adults with minor 
depression reviewed by Cole and Dendukuri, 141 several trials showed no effect in the prevention of 
depression. These studies were primarily focused on bereavement support groups or life review. The lack 
of effect on the prevention of depression was also noted in a social support network intervention for 
seniors. 182 ' 183 Finally, it is likely that many ineffective programs are never published or disseminated as 
they have not demonstrated positive effects on the prevention or reduction of symptoms of depression or 
anxiety. 


It is also important to note that several of the programs evaluated in this review have shown 
positive effects on reducing depressive symptoms, however these effects have often been small and the 
design of some of the studies brings into question the validity of their findings (i.e., small sample sizes, 
inclusion and exclusion criteria, evaluation instruments). However, despite these limitations, it appears 
that some programs have merit in preventing depression at a universal, selective, and indicated level. As 
indicated by the studies in progress, there is a great deal to be learned about effective prevention efforts. 
Bird and Parslow 140 suggest that programs designed to increase understanding of late-life depression for 
providers and for older adults may hold promise. For example, physician education could include 
information on the prevalence and costs of depression, warning signs, and available treatments. Older 
adults could be educated to improve their ability to recognize the symptoms of depression, to reduce 
stigma, and to access effective mental health treatments. 140 However, to our knowledge, the effectiveness 
of such programs has not been rigorously evaluated among older adults. Finally, system-wide quality 
improvement efforts may offer benefits in preventing late-life mental illness. A treatment guideline was 
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recently released that discusses appropriate care of older persons who are moving to a continuing care 
facility or who are awaiting hospital discharge. This treatment guideline focuses on promoting nurses 
awareness of depression in older people, promoting positive mental health and well-being, assessment 
and care-planning, and education and training. Specific recommendations include: (a) nursing staff 
attention to physical and mental health needs, (b) easing the transition to assisted living and increase 
independence and control, (c) minimizing the perceived losses that the person may experience in moving 
into the care home, (d) care planning focusing on the individuals strengths, coping patterns, and daily 
activities, (e) enabling access to advocacy services, (f) providing psychosocial support, (g) maintaining 
community linkages, and (h) engagement in meaningful activities. 184 ' 185 Despite the promise of these 
approaches, many remain to be tested. 

Finally, it is important to remember that late-life depression is often chronic or characterized 
by a relapsing course. Although this review focuses on the universal prevention of late-life depression and 
selective and indicated prevention of the exacerbation of minor depression into major depression, an 
important area of research addresses the prevention of further disability among older adults who have 
developed depression. Prevention strategies should focus attention on preventing relapse, recurrence, and 
residual symptoms among older adults with current or remitted major depression 166 . 
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Table 6. Universal prevention of late-life depression or anxiety 
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Mean: Interv: n=60 completion rate. group at 12 months in suicide ideation, life 

79.6 Control: n=60 depression, hopelessness, and satisfaction, or self-esteem. 

psychological well-being. Only 
depression improved at 8-week 
assessment. 




Table 6. Universal prevention of late-life depression or anxiety (continued) 
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education Mean: arthritis 98% completion rate. at baseline. Multidisciplinary 

classes. 69.3 team with each member 

Interv: n=101 responsible for two lectures. 

Control: n=101 Done in a community center. 



Table 6. Universal prevention of late-life depression or anxiety (continued) 
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Suicide Prevention 


Suicide is the ninth leading cause of death among all persons in the United States 189 and is 
disproportionately common among older adults. Older adults (age 65+) represent 13 percent of the U.S. 
population, 190 yet account for nearly one fifth of U.S. suicides. 189 Men account for 82 percent of suicides 
among older adults and have a higher suicide rate than women (38 vs. 5.7 per 100,000 persons). 189 Lethal 
means are often used in late-life suicide. The most frequent methods of suicide among older adults 
include the use of firearms (men: 77%; women: 34%) and poisoning (men: 12%; women: 29%). 189,191 

Despite the disproportionate rate of suicide among older adults, most suicide prevention 
programs have focused on younger persons. 192 However, prevention of suicide in older adults is of special 
importance for several reasons. Older adults are less likely to report suicidal ideation compared to 
younger adults, and suicide attempts are more likely to be deliberate and lethal. 193 Compared to younger 
adults, older adults make fewer attempts per completed suicide. 189 In addition, more than half (58%) of 
older adults (age 55+) contact their primary care provider within 1 month of completing suicide. This rate 
is more than twice as high as that for younger persons (23%; age < 35). In contrast, only 11 percent of 
older persons contact a mental health provider in the month prior to suicide, a rate that is three times less 
frequent than that of younger persons. 194 It is noteworthy that older adults with active suicidal ideation are 
more likely to engage in integrated mental health and substance abuse services provided in a primary care 
setting, as opposed to services provided through specialty mental health clinics (83% vs. 54%). 195 

Early research has identified several risk factors for suicide. Non-modifiable risk factors 
include older age, male sex, race, and ethnicity. 193 However, several risk factors are modifiable, including 
the presence of suicidal thoughts and behavior, the presence of a physical or mental illness, alcohol 
consumption, difficulty adjusting to transitional life events, social support problems, personality 
vulnerability factors, hopelessness, bereavement, and access to lethal means. 193,196 Significant risk factors 
for suicide also include depression 197199 and substance abuse. 14,200 Of note, co-occurring substance abuse 
and mental disorders are associated with an increased risk for suicide among older adults. 199,201 Moreover, 
benzodiazepines have been linked with suicide among older adults who have poisoned themselves. 202 

Several search strategies were used to identify programs addressing the prevention of suicide 
among older adults. The PubMed, Psychlnfo, CINAHL, Ageline, Social Services Abstracts, and ERIC 
databases were used to identify published literature using a combination of search terms: suicide, suicidal 
ideation, prevention, and older adults. Bibliographic searching helped identify additional references. 
Other search strategies were also employed, including searches through Google, federal and foundation 
grant databases, the Center for the Study of the Prevention of Suicide (CSPS), the American Foundation 
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for Suicide Prevention (AFSP), and the online registry of the Evidence-based Practices in Suicide 
Prevention Program. 192 (Of note, the online registry reviewed 14 suicide prevention programs through January 
2005. Future reviews of suicide prevention programs will be conducted through the SAMHSA NREPP process. 
Among the 14 prevention programs, only one focused on older persons (age 60+) and nine focused on school-aged 
children. Four programs were identified as effective, eight were identified as promising, and two did not receive a 
rating.) 


The following section describes the evidence supporting approaches to the prevention of 

AAf 

suicide among older adults. Although national strategies have been developed to address suicide 
and many sources have discussed the prevention of suicide among older adults, 193 ' 196 ' 206 215 only a handful 
of studies have evaluated the effectiveness of interventions on reducing completed suicide or suicidal 
ideation among older adults. The literature describing universal prevention of suicide among older adults 
is largely based on Japanese studies, with results from indicated and selective interventions derived from 
American and Italian studies. Universal prevention programs are described in Table 8 and consist of 
screening for depression, psychoeducation, and group activities. Indicated and selected prevention 
strategies are described in Table 9 and include treatment of depression and the provision of telephone- 
based support. A review of these programs is also provided within the text. 


Universal Prevention Strategies 

The evidence base supporting the universal prevention of geriatric suicide is minimal. Very 
few programs have attempted to reduce the rate of suicide among older adults using a community-wide 
approach. However, studies by Oyama and colleagues describe universal prevention programs that 
provide screening for depression, psychoeducation, and group activities. Please see Table 8 for further 
details regarding each study. 

Oyama and colleagues 216 evaluated the effectiveness of a universal depression screening 
program, followed by mental health or psychiatric care, and depression education in a rural, agricultural 
community in Japan. Older residents (age 65+) completed the Japanese version of the Zung Self-Rated 
Depression Scale. Those individuals who screened positive were evaluated or provided treatment by a 
public health nurse or a psychiatrist (if warranted). Educational health workshops were offered to 
residents, including information regarding the signs, symptoms, and potential treatments for depression, 
along with information on using the mental health system, and developing relationships with other 
community members and neighbors. The intervention was associated with a reduction in suicide rates of 
73 percent among older men and 76 percent among older women, compared to no risk reduction in older 
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men or women in the comparison regions. Suicide completion in the pre-implementation to post¬ 
implementation phase decreased from 11 to 4 for men and from 16 to 6 for older women. In contrast to 
other suicide prevention programs, this program showed effectiveness for both genders. 216 

Oyama and colleagues 217 also evaluated the effectiveness of a three-component universal 
prevention program targeting older members of a rural agricultural community in Japan (age 65+). The 
first component included local and regional mental health workshops at which a public health nurse or 
psychiatrist provided group psychoeducation on depression and risk for suicide. The second component 
included a group activity program that provided opportunities for older adults to participate in social, 
volunteer, recreational, and exercise activities and was designed to promote and enhance the development 
of social relationships. Finally, a self-report depression questionnaire was distributed to older adults. 
Older adults were provided a description of how to evaluate their responses and a referral to a psychiatrist 
or public health nurse was provided to those who required a consultation. Evaluation of this program 
showed that the incidence of suicide decreased in older women during the 8-year period following 
program implementation, as compared to the 8-year period prior to program implementation. No 
reduction in suicide was seen among the control group, nor was it seen among older men in the 

• • • 217 

intervention region." 


Assessment 


Few scales have been developed specifically for the assessment of suicide risk or suicidal 
ideation among older adults. The Harmful Behaviors Scale (HBS) is a 20-item scale that is scored based 
upon observations of direct and indirect self-destructive behavior among nursing home residents. While 
this instrument has internal consistency and interrater reliability, it is limited in its reliance on observer 

*218219 

ratings." ’ Two other instruments have been developed that have potential merit in detecting and 
measuring suicidal ideation among older adults; however, these instruments are longer and have yet to be 
fully evaluated. They include the Reasons for Living Scale - Older Adults version (RLS-OA) and the 
Geriatric Suicide Ideation Scale (GSIS). 193 The development and testing of additional tools for evaluating 
suicide and its prevention may be a useful addition to this field. 212 
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Selective and Indicated Prevention Strategies 


The evidence base for indicated and selective prevention of suicide among older adults is 
also small. Programs that target the reduction of modifiable risk factors include depression treatment and 
telephone-based social support. Please see Table 9 for further details. 

Szanto and colleagues 220 recently examined the course of suicidal ideation among older 
adults (ages 59 - 95) receiving short-term treatment for depression. This secondary analysis evaluated 
395 persons with major depression receiving inpatient or outpatient treatment with antidepressant 
medication alone or in combination with interpersonal psychotherapy. Suicidal ideation rapidly decreased 
during the initial stages of treatment and then declined more gradually. After 12 weeks of treatment, only 
18.4 percent of participants reported suicidal ideation, thoughts of death, or feelings that life is empty, 
compared to 77.5 percent at the beginning of treatment. Moreover, after 12 weeks of treatment, only 4.6 
percent continued to report thoughts of death, compared to 36.2 percent at the beginning of treatment. The 
decrease in suicidal ideation was more gradual for those with a recent suicide attempt or current suicidal 
ideation (median response time: 6 weeks) or with recurrent thoughts of death (median response time: 5 
weeks), compared to those with no suicide attempt, suicidal ideation, or thoughts of death (median 
response time: 3 weeks). This study suggests that suicidal ideation can resolve among older adults 
receiving active treatment for depression. However, it is noteworthy that individuals with the most severe 
risk for suicide require treatment for an average of HA months to see significant reductions in suicidal 
ideation. 


Bruce and colleagues 221 evaluated the effect of the Prevention of Suicide in Primary Care 
Elderly: Collaborative Trial (PROSPECT) on reducing suicidal ideation among older adults (age 60+) 
with depression. PROSPECT combines depression treatment guidelines with depression care 
management. Guidelines consist of a clinical algorithm for treating geriatric depression in a primary care 
setting and are modified to address the special circumstances associated with the treatment of depression 
in older adults, including adverse events, medical comorbidity, functional disability, cognitive 
functioning, and social stigma. A “depression care manager” who works with the primary care physician 
and a supervising psychiatrist conducts care management. Data suggest that suicidal ideation resolves 
more quickly in patients receiving care through a depression care management model employing geriatric 
specific guidelines, compared to those receiving usual care. PROSPECT participants had significant 
reductions in suicidal ideation by 4 and 8 months, compared to usual care. Of note, reductions were 
greater among those diagnosed with major depression, compared to those with minor depression. The 
intervention was also associated with reductions in depression at 4, 8, and 12 months, compared to usual 
care. Specific protective factors increased through the PROSPECT intervention included the effective 
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clinical care for mental, physical, and substance use disorders as well as easy access to a variety of 
clinical interventions and support for help-seeking. The intervention sought to decrease risk factors, 
including barriers to accessing health care and the presence of untreated mental illness. PROSPECT has 
been identified as an “effective” selective and indicated prevention program by the registry of evidence- 
based suicide prevention programs. 39 

DeLeo and colleagues 222 evaluated the effectiveness of the TeleHelp-TeleCheck service for 
suicide prevention among older persons in Italy (age 65+). The program targeted older persons with a 
variety of risk factors, including disability, social isolation, psychiatric problems, poor compliance with 
hospital outpatient care instructions, or individuals waiting for institutional admission. At-risk older 
persons were referred by their health care physician or social worker to the TeleHelp-TeleCheck service. 
Participants were provided with a remote alarm device used to trigger a response network (TeleHelp). In 
addition, TeleCheck included short, informal, twice-weekly telephone interviews by trained staff. These 
checks were used to evaluate participant welfare and to provide emotional support. Participants were also 
able to call the TeleCheck line on a 24-hour basis. This service was evaluated over an 11-year period 
among more than 18,000 older Italians. The intervention was successful in reducing the number of 
observed suicides among older women, though it did not significantly lower the rate of completed 
suicides among older men. In addition, the TeleCheck component of the intervention has been associated 
with fewer requests for physician home visits, hospital admissions, and depression severity. 222 

In addition to the few studies that have specifically addressed the reduction of suicide or 
suicidal ideation among older adults, several other programs have concurrently targeted both younger and 
older adults (not shown in tables). For example, a program in Gotland, Sweden provided education to 
primary care physicians to improve treatment of depression and lower rates of suicide. The rate of suicide 
decreased following physician training; however, the rate of suicide increased 2 years after the 
completion of training. The small number of completed suicides and the lack of focus on older adults 
makes it difficult to draw conclusions from this study." ’ In contrast, placing limits on analgesic 
packaging has been defined as an “effective” universal prevention program within the registry of 
evidence-based suicide prevention programs. 225 Due to high numbers of self-poisoning associated with 
analgesics, the United Kingdom passed legislation in 1998 to limit pack sizes of analgesics to 32 tablets 
per sale at a pharmacy and 16 tablets per sale at non-pharmacy locations. Printed warnings regarding 
dangers of overdose were also provided. Rates of self-poisoning in the United Kingdom among persons 
aged 12 and above were evaluated over a 6-year period through a naturalistic design. Packaging 
limitations, which restricted access to a lethal means of suicide, were associated with a significant 
decrease (22%) in self-poisoning with analgesics. ’ The effectiveness of this approach has not been 
evaluated in the United States, nor has it been evaluated specifically among older adults. 
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Conclusions 


A review of the current evidence supporting the universal, selective, and indicated 
prevention among older adults suggests that current prevention programs can reduce the rate of suicide 
among older women, but have shown more limited effectiveness among older men. Supportive 
interventions appear to be effective for older women. There is a need, however, for alternative 
interventions targeting suicide prevention among older men. Of note, several of the prevention strategies 
have been developed and evaluated in other countries (including Japan and Italy). While these programs 
have shown effectiveness in their original setting, it is possible that differences in health care systems and 
characteristics of the older adult populations may limit their generalizability to samples and settings in the 
United States. 


Although there is little data to support the prevention of older adult suicide, national 
strategies endorse science-based suicide prevention initiatives. The following goals and objectives have 
been specifically adapted from the National Suicide Prevention Strategy to meet the needs of older 
adults: 205 ’ 212 


■ Promote awareness that suicide in older adults is a public health problem that is 
preventable; 

■ Develop broad-based support for elder suicide prevention; 

■ Develop and implement strategies to reduce the stigma associated with aging and with 
being a senior consumer of mental health, substance abuse, and suicide prevention 
services; 

■ Develop and implement community-based suicide prevention programs for older 
adults; 

■ Promote efforts to reduce access to lethal means and methods of self harm by older 
adults; 

■ Implement training for recognition and assessment of at-risk behavior and delivery of 
effective treatment to older adults; 

■ Develop and promote effective clinical and professional practices; 

■ Improve access to and community linkages with mental health, substance abuse, and 
social services designed for the evaluation and treatment of older adults in primary 
and long-term care settings; 

■ Improve reporting and portrayals of suicidal behavior, mental illness, and substance 
abuse among older adults in the entertainment and news media; 
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■ Promote and support research on late-life suicide and suicide prevention; 

■ Improve and expand surveillance systems; 

■ Implement interventions that improve social relations and decrease isolation in older 
adults; and 

■ Increase access to geriatric specialty health care. 

Future directions for the prevention of suicide among older adults may include community- 
based educational initiatives that attempt to de-stigmatize help-seeking, greater use of mental health 
screening and treatment among older adults, education of stakeholders (including gatekeepers who could 
serve an important role in identifying at-risk older adults), and training of health care providers in suicide 
risk and protective factors. 193 Prevention of suicide should focus on age-specific risk and protective 
factors that address differences associated with race, ethnicity, and gender. 189 While emphasis should be 
placed on universal prevention strategies that stress educational interventions, their combination with 
selective and indicated strategies offers the most hope for effecting significant reductions in late-life 
suicide rates. 212 For instance, preventing or reducing problem drinking and depressive symptoms, 
particularly in combination, is likely to reduce risk for suicidal ideation and suicide. Finally, special 
attention should be placed on the identification and treatment of older adults with suicidal ideation in 
primary care. 
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PREVENTION OF CO-OCCURRING SUBSTANCE ABUSE AND MENTAL HEALTH 

PROBLEMS 


The prevalence of older adults with comorbid substance abuse and mental disorders varies 
by population, and ranges from 7 percent to 38 percent of those with psychiatric illness and from 21 
percent to 66 percent of those with substance abuse. 228 Co-occurring mental health and substance use 
disorders are associated with an increased risk of poor health outcomes, greater inpatient and outpatient 
service utilization, and increased suicidal ideation and attempts, compared to either disorder 
alone. 199 ’ 201 ' 229 Depression and alcohol use are the most commonly cited co-occurring disorders in older 
adults. 


Several search strategies were used to identify programs that address the prevention and 
early intervention of co-occurring disorders in older adults. The PubMed, Psychlnfo, CINAHL, Ageline, 
Social Services Abstracts, and ERIC databases were used to identify published literature using a 
combination of the search terms: co-occurring disorders, dual diagnoses, alcohol, substance abuse, 
depressive disorders, and mental illness. Other search strategies were also employed, including searches 
conducted through Google and federal and foundation grant databases. 

The following section describes the evidence supporting approaches to the prevention and 
early intervention of co-occurring substance abuse and mental health problems. Data on the prevention 
and early intervention of co-occurring disorders in older adults are limited. We were unable to locate 
universal prevention programs for older adults. The absence of universal prevention programs for late-life 
dual diagnosis is expected, because pre-existing substance abuse or mental health problems places 
preventive efforts at a selective or indicated level. The research literature describing the early intervention 
of co-occurring disorders is small and is largely focused on the comorbidity of depression and alcohol 
abuse. Early intervention strategies include programs that combine medication with psychotherapy for 
depression and integrated service delivery approaches. Table 10 provides an overview of intervention 
programs for older adults with co-occurring substance abuse and mental health problems. A review of 
these programs is also provided within the text. 


64 



Indicated and Selective Prevention Strategies (Early Intervention) 


Effect of Alcohol Use on Depression Treatment Outcomes 

Oslin and colleagues found that concurrent treatment of depression and a reduction in 
alcohol use was effective in achieving positive treatment outcomes. 210 In this large study of older persons 
(age 60+) hospitalized for late-life depression, outcomes were evaluated 3 to 4 months following 
discharge. Treatment during hospitalization for the vast majority (88%) included concurrent treatment 
with antidepressants and abstinence from alcohol. Surprisingly, those with a history of moderate and high 
alcohol consumption (compared to light consumption) had significantly better social functioning and 
energy outcomes and a lower proportion used antidepressant medications. The authors found that the vast 
majority of those in the moderate and high alcohol consumption group significantly decreased their 
alcohol consumption at the same time as receiving treatment for depression, with approximately 80 
percent of patients reducing their drinking by more than 90 percent. 210 Of note, reducing alcohol use was 
associated with a modest benefit on depression outcomes, compared to older adults who continued to 
drink. The results of this study suggest that older adults with co-occurring depression and substance abuse 
benefit from treatment of depression, especially when consumption of alcohol is decreased. 

Effectiveness of Naltrexone Combined With Treatment for Depression 

Oslin and colleagues recently conducted a randomized clinical trial among alcohol 
dependent older adults with co-occurring depression. 211 In this study, older adults (age 55+) were 
randomized to either sertraline (an antidepressant medication) combined with psychosocial support or 
sertraline combined with psychosocial support plus adjunctive naltrexone (an opioid antagonist). This 
study failed to find any additional benefit of naltrexone as an adjunctive agent in the treatment of alcohol 
dependence. However, the investigators found a strong association between reduced depression and lower 
rates of drinking and relapse during treatment. The authors concluded that appropriate and optimal 
treatment of co-occurring depression and alcohol dependence should consist of concurrent treatment of 
both the alcohol dependence and depressive symptoms. 


Effect of Integrated Care Compared to Enhanced Referral Care 

The Primary Care Research in Substance Abuse and Mental Health for Elderly (PRISM-E) 
study compared treatment engagement of older primary care patients (age 65+) receiving care through 
two distinct services models, including integrated substance abuse and mental health treatment and 
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enhanced referral to a specialty mental health clinic. 195 A subgroup of participants in this study had co¬ 
occurring at-risk alcohol use and depression or anxiety (n=148). Of note, older adults with co-occurring 
disorders were significantly more likely to engage in the integrated model of treatment (4.0 mean 
treatment visits) compared to the enhanced model of referral to specialty mental health clinics (1.8 mean 
treatment visits). 195 Both the integrated and enhanced referral conditions were effective in decreasing 
alcohol use (as measured by number of drinks per week and the number of binges per month) and 
improving mental health status (as measured by the mental component score of the SF-36). 232 
Unfortunately, it is not possible to determine (in the absence of a non-treatment control group) if the 
positive outcomes were due to the treatment, or a non-specific study effect. However, these results 
suggest that co-occurring at-risk alcohol use and depression or anxiety can significantly improve over 6 
months among older adults receiving mental health and substance abuse services in primary care or 
specialty mental health settings. 


Screening 


A recent study by Philpot and colleagues 213 examined the effectiveness of three screening 
tests to identify problem drinking in older adults with mental illness. This examination evaluated the 
Alcohol Use Disorders Identification Test (AUDIT), the AUDIT-5, and the CAGE among 128 older adult 
patients with a mean age of 77 years. Mental health problems among this sample included dementia 
(54%), affective disorders (25%), schizophrenia/delusional disorders (11%), substance-related psychiatric 
disorders (3%), and other psychiatric disorders (7%). The sensitivity, specificity, and positive predictive 
value of the AUDIT (cut-point 7/8) and AUDIT-5 (cut-point 4/5) were similar and were superior to the 
CAGE (cut-point 1/2). In comparison with clinical case criteria, the AUDIT-5 performed better than 
either of the other scales and had a sensitivity of 75 percent, specificity of 97 percent, and positive 
predictive value of 83 percent using a 4/5 cut-point. 233 This study suggests that the AUDIT and AUDIT-5 
are both appropriate screening instruments for detecting problem drinking in older adults with mental 
illness. 


Ongoing Prevention Programs Undergoing Evaluation 

A search of the NIH Clinical Trials database did not identify any studies that are currently 
evaluating the effectiveness of preventing or treating co-occurring substance abuse and mental illness in 
older adults. A broadened search using the terms “co-occurring disorders, dual diagnoses, alcohol and 
mental illness, and substance and mental illness” identified only six studies, all of which were focused on 
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younger persons. Entry criteria limited enrollment to individuals ages 18-65 in three studies, 18-70 in one 
study, 21-60 in one study, and 12-15 in one study. Three of the studies are evaluating the effectiveness of 
a pharmacological intervention, while three are evaluating the effectiveness of a psychosocial 
intervention. In addition, a review of current grants supported by the Robert Wood Johnson Foundation 
and the Hartford Foundation did not identify any projects focused on the prevention or early intervention 
of co-occurring disorders in older adults. 


Conclusions 


Dual diagnosis consisting of co-occurring substance abuse and mental illness among older 
adults is a growing public health problem. The empirical data on interventions for co-occurring 
depression or anxiety disorders and alcohol use disorders in older adults is limited. Well-designed 
prevention, early intervention, and treatment studies are needed that specifically address co-occurring 
disorders in older adult populations. Further research is needed that provides valid criteria for 
differentiating the diagnostic subtypes that comprise co-occurring disorders and the corresponding 
treatment interventions. Moreover, selective and indicated prevention efforts that focus on late-life mental 
illness alone and substance abuse alone should be applied to older adults with co-occurring disorders. 
Establishing an evidence base for the treatment of comorbid substance abuse and mental health problems 
represents a critical area of need for older persons with a mental illness or with a history of alcohol 
dependence, with current alcohol dependence, or with at-risk drinking. 214 
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SUMMARY 


The Current State of the Evidence 

In summary, this review highlights programs and practices that have been shown to be 
effective in preventing substance use and mental health problems and suicide among older adults. The 
paragraphs below provide a summary of the findings of this review. 


Alcohol Misuse 

Alcohol misuse is a problem that can potentially be reduced or eliminated among many older 
adults through prevention and early intervention strategies. Selected prevention strategies such as brief 
advice by primary care physicians and other health care providers have proven effectiveness in reducing 
alcohol misuse among older adults. Specifically, brief interventions in health care settings have reduced 
alcohol consumption among older adults, with these reductions sustained over time (up to 12 months). 
Few universal prevention programs targeted at the prevention or reduction of alcohol misuse among older 
adults have been evaluated rigorously. Health education programs have demonstrated increased 
knowledge among older adults about risky drinking practices and ways to limit hazardous alcohol use. 
The effect of these programs on behavior change, however, has not been evaluated. A number of 
screening and assessment instruments have been developed and shown to be reliable and feasible for use 
with this population. These measures show promise to improve the quality of clinician-initiated 
discussions regarding patients’ substance misuse as well as to increase knowledge and motivate behavior 
change among older adults. While progress has been made in understanding the effectiveness of 
preventive alcohol screening and brief interventions with older adults, there are challenges to matching 
these models to different service settings and different subgroups of older adults. Three research studies 
currently underway are focused on the identification of and brief intervention with at-risk older dri nk ers 
in health care settings. 


Medication Misuse 

Medication misuse is an important arena for prevention and early intervention among older 
adults. Many medication-related problems are predictable and thus potentially preventable, 135 but the 
mechanisms underlying the development of medication problems are complex. The evidence base for 
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prevention of medication misuse among older adults is limited, but there are indications of some 
promising advances. Computer-based health education tools have increased knowledge and improved 
self-efficacy regarding potential drug interactions, as well as improving several self-medication behaviors 
and reducing adverse self-medication behaviors among older adults. A variety of promising strategies and 
interventions to address medication non-adherence have been evaluated, such as improving the formatting 
and effectiveness of medication instructions, nursing-based education interventions, compliance aids, and 
assessment tools, but the strength of the evidence varies considerably. The development of assessment 
and screening tools for medication misuse is limited. Clinical trials for early intervention with older adults 
who are at risk for medication misuse have shown mixed results. Studies have examined several types of 
early interventions, including interventions with older patients prior to hospital discharge, interventions 
targeted at provider prescription patterns, home-based medication review, and patient education. Clinical 
pharmacy interventions have been shown to reduce the occurrence of drug-related problems but have 
shown limited evidence that they have an impact on morbidity, mortality, or health care costs. Decision 
support systems for prescribing are another promising avenue to decrease inappropriate or excessive 
medication use and to prevent related adverse drug events among geriatric populations. No studies were 
identified currently underway addressing the prevention of, or early intervention with, medication misuse 
among older adults. 


Depression and Anxiety 

Depression and anxiety disorders are the most prevalent mental health problems among 
older adults. Although one in five older adults experiences symptoms of anxiety , 159 little is known about 
how to prevent the onset of late-life anxiety or worsening of anxiety symptoms. In contrast, several 
programs have been developed to prevent the development or exacerbation of late-life depression. Among 
these programs, a moderate amount of evidence supports the effectiveness of PST, exercise, and targeted 
outreach to vulnerable older adults. Studies of PST have found it to be effective for older persons with 
minor depression or dysthymia and for reducing depressive symptoms among caregivers of persons with 
dementia. The effectiveness of PST is also currently being evaluated among persons with macular 
degeneration and a previous stroke. Aerobic and resistance exercise programs have also been associated 
with a reduction in depressive symptoms among the general population of older adults, as well as among 
older adults with minor depression or dysthymia. Other potentially effective strategies include life review, 
reminiscence therapy, educational classes, mind-body wellness, and provider education. Most of these 
approaches require further evaluation to demonstrate their potential effectiveness among older adults. 
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Suicide 


Suicide is disproportionately common among older adults and the rate of suicide completion 
is particularly high among older men. The research literature describes several programs that have shown 
moderate effectiveness among older adults. Supportive interventions that include screening for 
depression, psychoeducation, and group-based activities for older adults have been associated with 
reduced rates of suicide among older adults. Telephone-based supportive interventions have also been 
associated with a reduction in the rate of completed suicide. Finally, protocol-driven treatment of 
depression delivered by a care manager has been associated with reduced suicidal ideation. Of note, 
several suicide prevention programs have been associated with reductions in the rate of suicide among 
older women, but have shown more limited effectiveness among older men. Efforts are needed to adapt 
and evaluate suicide prevention programs developed overseas to meet the needs of older Americans. 


Co-occurring Disorders 

The research literature describing the early intervention of co-occurring disorders is small 
and is largely focused on the comorbidity of depression and alcohol abuse. Preliminary studies suggest 
that concurrent treatment of substance abuse and depression may be effective in reducing alcohol use and 
improving depressive symptoms. Early evidence also suggests that adding naltrexone, an anti-craving 
medication, to antidepressant medication and psychosocial support does not improve outcomes. In 
summary, little is known about the most effective ways to prevent or treat co-occurring substance abuse 
and mental health disorders. In addition, we were unable to identify any ongoing studies that are 
evaluating interventions or treatments for older adults with co-occurring disorders. The high prevalence of 
substance abuse among persons with mental illness, and the high prevalence of mental illness among 
persons with substance abuse, suggests that this is an area that should receive further attention. 


Dissemination - Translation, Implementation, and Diffusion 

Translating research into clinical practice has been highlighted in reports from the IOM 235 
and NIMH 236 as one of the most important priorities in health care. “All too often, clinical practices and 
service system innovations that are validated by research are not fully adopted in treatment settings and 
service systems for individuals with mental illness .” 236 These reports note that health care services can be 
continually improved by focusing on the transitions between basic science, the development of new 
treatments, clinical trials, and implementation into practice settings. Yet, a “Quality Chasm” in health care 
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separates research defining the most effective treatments from actual clinical practice in usual care . 235 It 
takes over a decade for research findings on effective treatments to be routinely implemented by health 
care providers . 237 Barriers to disseminating and implementing evidence-based practices across mental 
health settings include a lack of specific skills and knowledge among clinical staff, limited time available 
for training, and a lack of dedicated financing to support implementation and sustainability of systems 
change . 238 


A first step in bridging the quality chasm is the identification of effective practices and 
programs supported by scientific evidence. This document provides a current, systematic review of 
evidence-based practices pertaining to the specific area of prevention and early intervention for substance 
use disorders and selected mental health problems for older adults. In order to support the process of 
widespread dissemination, the content of systematic reviews will need to be standardized and widely 
accessible. 


The National Registry of Evidence-Based Programs and Practices (NREPP) is a developing 
national resource for contemporary and reliable information on the scientific basis and practicality of 
interventions to prevent and/or treat mental and addictive disorders. To date, NREPP has evaluated few 
programs that target the prevention and early intervention of substance abuse and mental health problems 
in older persons. Given the lack of programs specific to older adults, SAMHSA’s Older Americans 
Substance Abuse and Mental Health Technical Assistance Center has prioritized the evaluation of 
prevention programs and the fostering of NREPP review for these programs. NREPP has established high 
standards for establishing the scientific merit of programs. In rating the effectiveness of a program or 
practice, several factors are considered. These include the effect size of the intervention, independent 
replications, and the quality of the evidence. The quality of evidence incorporates a review of multiple 
criteria, including: theory-driven measure selection, reliability, validity, intervention fidelity, comparison 
group fidelity, nature of comparison condition, assurances to participants, participant expectations, 
standardized data collection, data collector bias, selection bias, attrition, missing data, analysis that meets 
data assumptions, theory-driven selection of analytic methods, and anomalous findings. It is our hope that 
several of the practices identified through this review will be evaluated and nationally promoted through 
the NREPP program. 

Challenges to Dissemination and Implementation of Evidence-Based Practices and Programs for Older 

Adults 

The challenges associated with dissemination and implementation are especially pronounced 
for services provided to older adults. While the evidence base supports a variety of preventive strategies 
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and early interventions for substance use and mental health disorders in older adults, there are numerous 
barriers to access and delivery of services. Older adults are particularly vulnerable to age-related 
economic and physical barriers to care, gaps in services, and inadequate financing of mental health 
treatments and services. - ' Furthermore, the lack of providers with geriatric expertise represents a 
significant challenge to providing effective substance abuse and mental health services. Although 
community-based service providers are increasing their capacity to respond to the mental health concerns 
of older adults, they often lack adequate reimbursement and the staff necessary to provide appropriate 
prevention and early intervention services. 241 

One of the greatest challenges to improving treatment of mental disorders in older persons 
lies in the fragmentation of services. Frequently, poor communication and coordination, differences in 
expertise, and different mechanisms of reimbursement or funding across providers, service settings, and 
agencies impede implementation of best practices. These significant differences between providers across 
the array of residential and service delivery settings complicate the implementation of evidence-based 
treatments. For example, more than half of older persons who receive any substance abuse or mental 
health services are treated by primary care physicians, ’ “ yet these providers often have inadequate 
time to address substance use/abuse and mental health problems with the full range of competing patient 
needs. 244 


Evidence-Based Implementation 

The science of implementation has been extensively studied in commercial industry, and 
more recently has been extended to implementation of evidence-based practices and programs in health 
care and health service organizations. Carefully designed reviews and multiple studies have partially 
determined what does not work with respect to successful implementation. These reviews have 
determined that: (1) information dissemination alone (e.g., distribution of guidelines, algorithms, or 
summaries of the research literature) is an ineffective approach to implementation; and (2) training by 
itself is also ineffective as a method of implementation. 245 ' 246 It is noteworthy that these are two of the 
most widely used approaches by health and human services for attempting to implement programs and 
practices, despite an extensive literature that has repeatedly shown that they are ineffective. There are 
literally hundreds of guidelines, algorithms, and protocols that have been developed and disseminated 
regarding substance abuse and mental health (www.guidelines.gov). Similarly, health service 
organizations invest substantial resources and valuable time to conduct workshops, conferences, 
continuing professional education programs, and day-long trainings, despite a lack of evidence that these 
approaches produce any significant or sustained changes in provider behavior. 
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Research has also identified core components and organizational change interventions that 
are effective in achieving successful implementation. There is strong evidence that what does work in 
achieving the adoption of evidence-based practices and programs is a longer-term and sustained 
multilevel approach. This multilevel approach includes core implementation components at the level of 
the provider, and organizational components at the level of the organization or system. Core (practitioner- 
level) components of successful implementation include: (1) selecting appropriate individuals who have 
the necessary qualifications or characteristics to carry out the practice or program; (2) pre-service training 
to introduce background information, values, and key components of the practice or program; (3) on-the- 
job learning with the help of a consultant or coach including behavior change at the level of the 
practitioner and supervisor; and (4) evaluation of fidelity (accurate application and use of the practice or 
program) and outcomes (desired impact or objective for the consumer). Organizational (system-level) 
components include: (1) administrative supports consisting of organizational “buy-in”, leadership, and 
changes that facilitate the practice or program; and (2) systems change to ensure that the practices or 
programs are supported with the necessary financial, decision support, and human resources to support 
and sustain the practice or program over time. 245 

Core implementation components cannot be installed nor sustained in the absence of 
supportive organizational structures and necessary funding or reimbursement. In particular, states and 
large human service organizations often fail to identify and address policy interventions that are required 
to minimize barriers and facilitate implementation of evidence-based practices." ’ In summary, 
regardless of the evidence base supporting the effectiveness of a specific practice and amount of resources 
devoted to dissemination and conventional trainings, implementation is likely to fail and the service will 
disappear in the absence of a multi-level approach that includes organizational changes, targeted 
resources, and appropriate funding. 


Research Needs and Future Directions 

Attention to the prevention and appropriate treatment of substance abuse and mental health 
problems was identified as a major priority for older adults by the President’s New Freedom Commission 
on Mental Health. 249 As identified in this review, there is a need for organizing, disseminating, and 
understanding evidence-based prevention and early intervention programs for late-life substance abuse 
and mental illness. While progress has been made in understanding the effectiveness of these programs 
and practices for older adults, there are challenges to matching these models to different service settings 
and different subgroups of older adults. 
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The growth in the aging population will have a significant impact on the substance abuse and 
mental health service delivery systems. 11 ' 18 ' 190 In anticipation of this growing problem, it is essential that 
substance abuse and mental health services meet the specific needs of older adults. For instance, cohorts 
of the young-old (e.g., baby boomers) and the old-old have different patterns of service utilization and 
different perceptions of stigma associated with receiving care for substance use or mental health 
disorders. Moreover, the prevalence of substance abuse, mental health disorders, and suicidal ideation 
vary across ethnic groups. 199 ' 250 255 Mental health services are infrequently utilized by older minority 
populations 256 and lower utilization rates may be associated with limited access, stigma, distrust of 
mental health providers, and limited availability of culturally-competent services. ’ The lack of 
information on specific ethnic differences and culturally-appropriate service provision represents a 
limitation of the current evidence base. A greater understanding of cultural and ethnic differences is 
needed to enhance the ability to provide appropriate prevention and early intervention to older minorities 
with substance use and mental health disorders. For instance, social marketing associated with universal 
prevention interventions should be specifically tailored to cultural and language differences of ethnic 
groups. In addition, cultural competence should be enhanced across the full spectrum of prevention 
interventions. 

This report provides a comprehensive review of the evidence for prevention and early 
intervention of alcohol abuse, medication misuse, depression and anxiety, suicide, and co-occurring 
disorders in older adults. As indicated by our findings, the development of preventive interventions 
associated with substance abuse surpasses that associated with mental health problems. However, the 
development and rigorous evaluation of programs that target both of these areas are sorely needed. In 
addition, there is a need to identify methods to appropriately translate information from clinical trials and 
research settings into the health care arenas where older adults most frequently receive care, and into 
social services settings where they receive other needed services. Likewise, population-based programs 
that target broad audiences of older adults may also offer hope for the universal prevention of substance 
use and mental health problems. In summary, substance use and mental health problems pose significant 
risks for the functioning and well-being of older adults. Although several prevention and early 
intervention programs have been developed, there is a considerable need for dissemination and 
implementation of effective programs, as well as for further research aimed at the development and 
testing of novel programs. 


76 



WORKS CITED 


1. Adams, W.L., Barry, K.L., Fleming, M.F. (1996, December). Screening for problem drinking in 
older primary care patients. Journal of the American Medical Association, 276( 24): 1964-1967. 

2 . Fleming, M.F., Manwell, L.B., Barry, K.L., Adams, W., and Stauffacher, E.A. (1999). Brief 
physician advice for alcohol problems in older adults: A randomized community-based trial. 
Journal of Family Practice, 4S(5):378-384. 

3 . Moore, A.A., Morton, S.C., Beck, J.C., et al. (1999, February). A new paradigm for alcohol use in 
older persons. Medical Care, 37(2): 165-179. 

4 . Oslin, D.W. (2004, December). Late-life alcoholism: Issues relevant to the geriatric psychiatrist. 
American Journal of Geriatric Psychiatry’, /2(6):571 -583. 

5. Beresford, T.P. (1979, December). Alcoholism consultation and general hospital psychiatry. 
General Hospital Psychiatry>, /(4):293-300. 

6. Institute of Medicine. (1990). Who provides treatment? In Committee of the Institute of Medicine, 
Division of Mental Health and Behavioral Medicine (Ed.), Broadening the Base of Treatment for 
Alcoholism (pp. 98-141). Washington D.C.: National Academy Press. 

7 . Bucholz, K.K., Hesselbrock, V.M., Shayka, J.J., et al. (1995). Reliability of individual diagnostic 
criterion items for psychoactive substance dependence and the impact on diagnosis. Journal of 
Studies on Alcohol, 56: 500-505. 

8. D’Archangelo, E. (1993). Substance abuse in later life. Canadian Family Physician, 39:1986-1988. 

9 . National Institute on Alcohol Abuse and Alcoholism. (1998). Alcohol and aging. Alcohol Alert 
49:1-5. 

10 . National Institute on Alcohol Abuse and Alcoholism. Drinking in the United States: Main findings 
from the 1992 National Longitudinal Alcohol Epidemiologic Survey (NLAES) (NIH Publication 
No. 99-3519). Rockville, MD: NIAAA. 

11 . Jeste, D.V., Alexopoulos, G.S., Bartels, S.J, et al. (1999). Consensus statement on the upcoming 
crisis in geriatric mental health: Research agenda for the next 2 decades. Archives of General 
Psychiatry, 56(9):848-853. 

12 . Narrow, W.E., Rae, D.S., Robins, L.N., Regier, D.A. (2002, February). Revised prevalence 
estimates of mental disorders in the United States: Using a clinical significance criterion to 
reconcile 2 survey’s estimates. Archives of General Psychiatry, 59(2): 115-123. 

13 . Hoyert, D.L., Kochanke, K.D., Murphy, S.L. (1999). Deaths: Final data for 1997. Hyattsville, 
MD: National Center for Health Statistics. 

14 . Blow, F.C., Brockmann, L.M., Barry, K.L. (2004, May). Role of alcohol in late-life suicide. 
Alcoholism-Clinical and Experimental Research, 28(5 Suppl):48S-56S. 


77 



15. Barnow, S., Linden, M. (2000). Epidemiology and psychiatric morbidity of suicidal ideation 
among the elderly. Crisis, 27(4): 171-180. 

16. U.S. Census Bureau. (2000, January 2000). Projections of the resident population by age, sex, 
race, and Hispanic origin: 1999-2100. Population Projections Program. Washington, D.C.: U.S. 
Census Bureau. 

17. Spencer, G. (1989). Projections of the population of the United States, by age, sex, and race: 1988- 
2080 (Series P-25, No. 1018). Washington, D.C.: U.S. Department of Commerce. 

18. Gfroerer, J., Penne, M., Pemberton, M., Folsom, R. (2003, March 1). Substance abuse treatment 
need among older adults in 2020: The impact of the aging baby-boom cohort. Drug and Alcohol 
Dependence, 69(2): 127-135. 

19. Sirey, J.A., Bruce, M.L., Alexopoulos, G.S., Perlick, D.A., Friedman, S.J., Meyers, B.S. (2001, 
December). Stigma as a barrier to recovery: Perceived stigma and patient-rated severity of illness 
as predictors of antidepressant drug adherence. Psychiatric Services, 52(12): 1615-1620. 

20. Corrigan, P.W., Swantek, S., Watson, A.C., Kleinlein, P. (2003). When do older adults seek 
primary care services for depression? Journal ofNewous and Mental Disease, 797:619-622. 

21. U.S. Department of Flealth and Fluman Services. (1999). Mental Health: A Report of the Surgeon 
General. Rockville, MD: U.S. Department of Flealth and Fluman Services. 

22. Gambert, S.R., Katsoyannis, K.K. (1995). Alcohol-related medical disorders of older heavy 
drinkers. In T.P. Beresford and E.S.L. Gomberg (Eds.), Alcohol and aging (pp. 70-81). New York: 
Oxford University Press. 

23. Tarter, R.E. (1995). Cognition, aging, and alcohol. In T.P. Beresford and E.S.L. Gomberg (Eds.), 
Alcohol and aging (pp. 82-97). New York: Oxford University Press. 

24. Mossey, J.M., Knott, K., Craik, R. (1990). The effects of persistent depressive symptoms on hip 
fracture recovery. Journal of Gerontology’, 75(5):M 163-168. 

25. Lawrence, D., Holman, C.D., Jablensky, A.V., Threlfall, T.J., Fuller, S.A. (2000, May). Excess 
cancer mortality in Western Australian psychiatric patients due to higher case fatality rates. Acta 
Psychiatrica Scandinavica, 7d7(5):382-388. 

26. Hann, D., Oxman, T., Ahles, T., Furstenberg, C., Stukel, T. (1995). Social support adequacy and 
depression in older patients with metastatic cancer. Psychoncolog)’, 4: 213-221. 

27. Conwell, Y., Duberstein, P.R., Caine, E.D. (2002). Risk factors for suicide in later life. Biological 
Psychiatry, 52(3): 193-204. 

28. Mark, T.L., Coffey, R.M., Vandivort-Warren, R., Harwood, H.J., King, E.C. (2005, March 29). 
MHSA Spending Estimates Team AT. U.S. Spending For Mental Health And Substance Abuse 
Treatment, 1991-2001. Health Affairs (Millwood). 

29. Center for Substance Abuse Treatment. (1998). Treatment Improvement Protocol (TIP) #26: 
Substance abuse among older adults. Rockville, MD: U.S. Department of Health and Human 
Services, Public health Service, Substance Abuse and Mental Health Services Administration, 
Center for Substance Abuse Treatment. 


78 



30 . Barry, K.L., Oslin, D.W., Blow, F.C. (2001). Alcohol problems in older adults: Prevention and 
management. New York, NY: Springer Publishing Co. 

31 . Straus, S.E., Richardson, W.S., Glasziou, P., Haynes, R.B. (2005). Evidence-based medicine: How 
to practice and teach EBM ( 3 ld edition). Edinburgh: Churchill Livingstone. 

32 . Sackett, D.L., Rosenberg, W.M., Gray, J.A., Haynes, R.B., Richardson, W.S. (1996, January 13). 
Evidence based medicine: What it is and what it isn’t. British Medical Journal, 3/2(7023):71-72. 

33 . Bartels, S.J., Dums, A.R., Oxman, T.E., et al. (2003). Evidence-based practices in geriatric mental 
health care: An overview of systematic reviews and meta-analyses. Psychiatric Clinics of North 
America, 26(4):971-990. 

34. Bartels, S.J., Dums, A.R., Oxman, T.E., et al. (2002, November). Evidence-based practices in 
geriatric mental health care. Psychiatric Services, 53(11): 1419-1431. 

35 . Ganju, V. (2003). Implementation of evidence-based practices in state mental health systems: 
Implications for research and effectiveness studies. Schizophrenia Bulletin, 29( 1): 125-131. 

36 . Florio, E.R., Rockwood, T.H., Hendryx, M.S., Jensen, J.E., Raschko, R., Dyck, D.G. (1996). A 
model gatekeeper program to find the at-risk elderly. Journal of Case Management, 5(3):106-114. 

37 . Florio, E.R., Jensen, J.E., Hendryx, M., Raschko, R., Mathieson, K. (1998, Summer). One-year 
outcomes of older adults referred for aging and mental health services by community gatekeepers. 
Journal of Case Management, 7(2):74-83. 

38 . Gatekeeper Case Finding & Response System. Substance Abuse and Mental Health Sendees 
Administration. Available at: 

http://modelprograms.samhsa.gov/textonly cf.cf'm? p a g c=promising&pkProgram 1D=99 . Accessed 
October 13, 2005. 

39 . Registry of Evidence-Based Suicide Prevention Programs: PROSPECT. Available at: 
http://www.sprc.org/whatweoffer/factsheets/prospect.pdf . Accessed August 31, 2005. 

40 . Koretz, D.S., Moscicki, E.K. (1997). An ounce of prevention research: What is it worth? American 
Journal of Community Psychology:, 25(2): 189-195. 

41 . Coie, J.D., Watt, N.F., West, S.G., et al. (1993). The science of prevention: A conceptual 
framework and some directions for a national research program. American Psychologist, 
4S(10):1013-1022. 

42 . National Advisory Mental Health Council Workgroup on Mental Disorders Prevention Research. 
(2001). Priorities for Prevention Research at NIMH. Prevention and Treatment, 4(17). 

43 . Greenberg, M.T., Weissberg, R. (2001). Commentary on “Priorities for Prevention Research at 
NIMH.” Prevention and Treatment, 4(25). 

44 . Mrazek, P.J., Haggerty, R.H., eds. (1994). Reducing Risks for Mental Disorders: Frontiers for 
Preventive Intervention Research. National Academy Press. 


79 




45. Guyatt, G.H., Haynes, R.B., Jaeschke, R.Z., et al. (2000). Users’ guides to the medical literature: 
XXV. Evidence-based medicine: Principles for applying the users’ guides to patient care. Journal 
of the American Medical Association, 284{ 10): 1290-1296. 

46. Callahan, C.M., Tierney, W.M. (1995). Health services use and mortality among older primary care 
patients with alcoholism. Journal of the American Geriatrics Society, 43(12):1378-1383. 

47. Barry, K.L., Blow, F.C., Walton, M.A., et al. (998). Elder-specific brief alcohol intervention: 3- 
month outcomes. Alcoholism, Clinical and Experimental Research, 22:32A. 

48. Joseph, C.L., Ganzini, L., Atkinson, R. (1995, April). Screening for alcohol use disorders in the 
nursing home. Journal of the American Geriatrics Society, 43(4):368-373. 

49. Oslin, D.W., Streim, J.E., Parmelee, P., Boyce, A.A., Katz, l.R. (1997). Alcohol abuse: A source of 
reversible functional disability among residents of a VA nursing home. International Journal of 
Geriatric Psychiatry, 12( 8):825-832. 

50. Finlayson, R.E., Hurt, R.D., Davis, L.J., Morse, R.M. (1988). Alcoholism in elderly persons: A 
study of the psychiatric and psychosocial features of 216 inpatients. Mayo Clinic Proceedings, 
63:761-768. 

51. Gronbaek, M., Deis, A., Sorensen, T.E, et al. (1994, January 29). Influence of sex, age, body mass 
index, and smoking on alcohol intake and mortality. British Medical Journal, 308( 6924):302-306. 

52. Goldberg, R.J., Burchfiel, C.M., Reed, D.M., Wergowske, G., Chiu, D. (1994, February). A 
prospective study of the health effects of alcohol consumption in middle-aged and elderly men. The 
Honolulu Heart Program. Circulation, 89( 2):651-659. 

53. Colsher, P.F., Wallace, R.B., Pomrehn, P.R., et al. (1990, March-April). Demographic and health 
characteristics of elderly smokers: Results from established populations for epidemiologic studies 
of the elderly. American Journal of Preventive Medicine, 6(2) :61-70. 

54. Office of Applied Studies, Substance Abuse and Mental Health Services Adminstration. (2002). 
Summary of findings from the 2002 National Survey on Drug Use and Health. Rockville, MD: 
Substance Abuse and Mental Health Services Administration, U.S. Department of Health and 
Human Services. 

55. Fraser, A.G. Pharmacokinetic interactions between alcohol and other drugs. Clinical 
Pharmacokinetics, 33: 79-90. 

56. Onder, G., Pedone, C., Fandi, F., et al. (2002, December). Adverse drug reactions as cause of 
hospital admissions: Results from the Italian Group of Pharmacoepidemiology in the Elderly 
(GIF A). Journal of the American Geriatric Society, 50(12):1962-1968. 

57. Hylek, E.M., Heiman, H., Skates, S.J., Sheehan, M.A., Singer, D.E. (1998, March 4). 
Acetaminophen and other risk factors for excessive warfarin anticoagulation. Journal of the 
American Medical Association, 279(9): 657-662. 

58. Office of Applied Studies. (2000). Summary of Findings From the 1999 National Household 
Survey on Drug Abuse. Rockville, MD: U.S. Department of Health and Human Services, Substance 
Abuse and Mental Health Services Administration. 


80 



59 . Health, United States, 1999 With Health and Aging Chartbook. Hyattsville, MD: National Center 
for Health Statistics. 

60 . Jarvik, M.E., Schneider, N.G. (1992). Nicotine. In J.H. Lowinson, P. Ruiz, R.B. Millman (Eds.), 
Substance Abuse: A Comprehensive Textbook (pp. 334-356). Baltimore: Williams & Wilkins. 

61 . Woods, J.H., Winger, G. (1995). Current benzodiazepine issues. Psychopharmacology:, 118: 107- 
115. 

62 . Appel, D.W., Aldrich, T.K. (2003). Smoking cessation in the elderly. Clinics in Geriatric 
Medicine, 79(1):77-100. 

63 . Cox, J.L. (1993, September). Smoking cessation in the elderly patient. Clinics in Chest Medicine, 
74(3):423-428. 

64 . LaCroix, A.Z., Guralnik, J.M., Berkman, L.F., Wallace, R.B., Satterfield, S. (1993, April 15). 
Maintaining mobility in late life. II. Smoking, alcohol consumption, physical activity, and body 
mass index. American Journal of Epidemiology:, 137( 8):858-869. 

65 . Carethers, M. (1992, May). Health promotion in the elderly. American Family Physician, 
45( 5):2253-2259. 

66. Ciraulo, D.A., Shader, R.I., Greenblatt, D.J., et al. (1995). Drug interactions in psychiatry, 2 nd ed. 
Baltimore, MD: Williams & Wilkins. 

67. Salive, M.E., Comoni-Huntley, J., LaCroix, A.Z., Ostfeld, A.M., Wallace, R.B., Hennekens, C.H. 
(1992, September). Predictors of smoking cessation and relapse in older adults. American Journal 
of Public Health, 82(9): 1268-1271. 

68. Rimer, B.K., Orleans, C.T. (1994, October 1). Tailoring smoking cessation for older adults. 
Cancer, 74(1 Suppl):2051-2054. 

69 . Orleans, C.T., Resch, N., Noll, E., et al. (1994, February 23). Use of transdermal nicotine in a state- 
level prescription plan for the elderly. A first look at ‘real-world’ patch users. Journal of the 
American Medical Association, 27/(8):601 -607. 

70 . Hurt R.D., Eberman K.A., Slade J., et al. (1993). Treating nicotine addiction in patients with other 
addictive disorders. In C.T. Orleans and J. Slade (Eds.), Nicotine addiction: Principles and 
management. New York: Oxford University Press. 

71 . Fink, A., Beck, J.C., Wittrock, M.C. (2001, November). Informing older adults about non- 
hazardous, hazardous, and harmful alcohol use. Patient Education and Counseling, 45(2):133-141. 

72 . Eliason, M.J., Skinstad, A.H. (2001, December). Drug & alcohol intervention for older women: A 
pilot study. Journal of Gerontological Nursing, 27( 12): 18-24; quiz 40-11. 

73. Burton, L.C., Paglia, M.J., German, P.S., Shapiro, S., Damiano, A.M. (1995, September). The 
effect among older persons of a general preventive visit on three health behaviors: Smoking, 
excessive alcohol drinking, and sedentary lifestyle. The Medicare Preventive Services Research 
Team. Preventive Medicine, 24(5):492-497. 


81 



74 . Lave, J.R., Ives, D.G., Traven, N.D., Kuller, L.H. (1995, January-February). Participation in health 
promotion programs by the rural elderly. American Journal of Preventive Medicine, 1 /(1 ):46-53. 

75 . Lave, J.R., Ives, D.G., Traven, N.D., Kuller, L.H. (1996). Evaluation of a health promotion 
demonstration program for the rural elderly. Health Services Research, 37(3):261-281. 

76 . Conigliaro, J., Kraemer, K., McNeil, M. (2000). Screening and identification of older adults with 
alcohol problems in primary care. Journal of Geriatric Psychiatry and Neurologyi, 73(3): 106-114. 

77 . Raschko, R. (1990). “Gatekeepers” do the casefmding in Spokane. Aging, 367:38-40. 

78 . Blow, F.C. (1991). Michigan Alcoholism Screening Test—Geriatric Version (MAST-G). Ann 
Arbor, MI: University of Michigan Alcohol Research Center. 

79 . Blow, F.C. (1991). Short Michigan Alcoholism Screening Test—Geriatric Version (SMAST-G). 
Ann Arbor, MI: University of Michigan Alcohol Research Center. 

80 . Blow, F.C., Brower, K.J., Schulenberg, J.E., Demo-Dananberg, L.M., Young, J.P., Beresford, T.P. 
(1992). The Michigan Alcoholism Screening Test—Geriatric Version (MAST-G): A new elderly- 
specific screening instrument. Alcoholism, Clinical and Experimental Research, 76:372. 

81 . Blow, F.C. (1998). Substance Abuse Among Older Adults. Treatment Improvement Protocol (TIP) 
Series No. 26. Rockville MD: U.S. Department of Health and Human Services, Public Health 
Service, Substance Abuse and Mental Health Services Administration, Center for Substance Abuse 
Treatment. 

82 . National Institute on Alcohol Abuse and Alcoholism. (1995). Diagnostic criteria for alcohol abuse. 
Alcohol Alert, 36(PH359):l-6. 

83. Fink, A., Morton, S.C., Beck, J.C., et al. (2002, October). The alcohol-related problems survey: 
identifying hazardous and harmful drinking in older primary care patients. Journal of the American 
Geriatrics Society>, 50( 10): 1717. 

84 . Fink, A., Tsai, M.C., Hays, R.D., et al. (2002, February). Comparing the alcohol-related problems 
survey (ARPS) to traditional alcohol screening measures in elderly outpatients. Archives of 
Gerontology and Geriatrics, 34( 1 ):55-78. 

85 . Moore, A.A., Beck, J.C., Babor, T.F., Hays, R.D., Reuben, D.B. (2002, May). Beyond alcoholism: 
identifying older, at-risk drinkers in primary care. Journal of Studies on Alcohol, 63( 3):316-324. 

86. Nguyen, K., Fink, A., Beck, J.C., Higa, J. (2001, January/February). Feasibility of using an 
alcohol-screening and health education system with older primary care patients. Journal of the 
American Board of Family Practice, 14( 1 ):7-l 5. 

87 . Whitlock, E.P., Polen, M.R., Green, C.A., Orleans, T., Klein, J. (2004, April 6). Behavioral 
counseling interventions in primary care to reduce risky/harmful alcohol use by adults: A summary 
of the evidence for the U.S. Preventive Services Task Force. Annals of Internal Medicine, 
740(7):557-568. 

88. Fleming, M.F., Barry, K.L., Manwell, L.B., Johnson, K„ London, R. (1997, April 2). Brief 
physician advice for problem alcohol drinkers. A randomized controlled trial in community-based 
primary care practices. Journal of the American Medical Association, 277(13):1039-1045. 


82 



89. Wallace, P., Cutler, S., Haines, A. (1988, September 10). Randomised controlled trial of general 
practitioner intervention in patients with excessive alcohol consumption. British Medical Journal, 
297( 6649):663-668. 

90. Barry, K., Consensus Panel Chair. (2001). Brief Alcohol Interventions and Therapies in Substance 
Abuse Treatment. Treatment Improvement Protocol. Washington D.C.: Center for Substance Abuse 
Treatment, SAMHSA, U.S. Government Printing Office. 

91. Gordon, A.J., Conigliaro, J., Maisto, S.A., McNeil, M., Kraemer, K.L., Kelley, M.E. (2003, June). 
Comparison of consumption effects of brief interventions for hazardous drinking elderly. 
Substance Use and Misuse, 35(8): 1017-1035. 

92. Blow, F.C., Walton, M.A., Barry, K.L., Chermack, S.T. (In progress). The impact of brief 
motivational interventions for substance abuse with older adults in primary> care. 

93. Copeland, L.A., Blow, F.C., Barry, K.F. (2003). Health care utilization by older alcohol-using 
veterans: Effects of a brief intervention to reduce at-risk drinking. Health Education and Behavior, 
30(3):3O5-321. 

94. Ettner, S. Costs of Preventing Alcohol Problems in Older Adults. Grant #1R01AA013990-01A1. 

95. Moore, A. Preventing Harm from Alcohol Use in Older Adults. Grant # 1R01AA013937-01A1. 

96. Tallen, L. Costs of Preventing Alcohol Problems in Older Adults. ClinicalTrials.gov identifier 
NCT00107640. Available at: http://www.clinicaltrials.gov . Accessed June 30, 2005. 

97. Wallace, J.I., Buchner, D.M., Grothaus, L., et al. (1998). Implementation and effectiveness of a 
community-based health promotion program for older adults. Journals of Gerontology>, 
534(4):M301-M306. 

98. Hays, R.D., Merz, J.F., Nicholas, R. (1995). Response burden, reliability, and validity of the 
CAGE, Short MAST and AUDIT alcohol screening measures. Behavior Research Methods 
Instruments Computers, 27:277-280. 

99. Huang, L.H., Chen, S.W., Yu, Y.P., Chen, P.R., Lin, Y.C. (2002, December). The effectiveness of 
health promotion education programs for community elderly. Journal of Nursing Research, 
70(4):261-27O. 

100. Larsen, P.D., Martin, J.L. (1999). Polypharmacy and elderly patients. Association of Operating 
Room Nurses Journal, 69( 3):619-628. 

101. Patterson, T.L., Jeste, D.V. (1999). The potential impact of the baby-boom generation on substance 
abuse among elderly persons. Psychiatric Services, 50(9): 1184-1188. 

102. Ellor, J.R., Kurz, D.J. (1982). Misuse and abuse of prescription and nonprescription drugs by the 
elderly. Nursing Clinics of North America, 17: 319-330. 

103. Neafsey, P.J., Strickler, Z., Shellman, J., Chartier, V. (2002, July/August). An interactive 
technology approach to educate older adults about drug interactions arising from over-the-counter 
self-medication practices. Public Health Nursing, 19( 4):255-262. 


83 



104. Neafsey, P.J., Strickler, Z., Shellman, J., Padula, A.T. (2001, November). Delivering health 
information about self-medication to older adults: Use of touchscreen-equipped notebook 
computers. Journal of Gerontological Nursing, 27(1 1): 19-27. 

105. Alemagno, S.A., Niles, S.A., Treiber, E.A. (2004, September/October). Using computers to reduce 
medication misuse of community-based seniors: Results of a pilot intervention program. Geriatric 
Nursing, 25(5):281-285. 

106. Schommer, J.C., Byers, S.R., Pape, L.L., Cable, G.L., Worley, M.M., Sherrin, T. (2002, March 1). 
Interdisciplinary medication education in a church environment. American Journal of Health- 
System Pharmacy, 59( 5):423-428. 

107. DeBrew, J.K., Barba, B.E., Tesh, A.S. (1998, October). Assessing medication knowledge and 
practices of older adults. Home Healthcare Nurse, 16( 10):686-691; quiz 691-682. 

108. Schlenk, E.A., Dunbar-Jacob, J., Engberg, S. (2004, July). Medication non-adherence among older 
adults: A review of strategies and interventions for improvement. Journal of Gerontological 
Nursing, 3d(7):33-43. 

109. Morrow, D.G., Leirer, V.O., Andrassy, J.M., Hier, C.M., Menard, W.E. (1998, July-September). 
The influence of list format and category headers on age differences in understanding medication 
instructions. Experimental Aging Research, 24(3):231-256. 

110. Morrow, D.G., Hier, C.M., Menard, W.E., Leirer, V.O. (1998, July). Icons improve older and 
younger adults’ comprehension of medication information. Journals of Gerontology> Series B: 
Psychological Sciences and Social Sciences, 53( 4):P240-254. 

111. Morrow, D., Leirer, V., Altieri, P., Tanke, E. Elders. Schema for taking medication: Implications 
for instruction design. Journal of Gerontologyi, 76(6):P378-385. 

112. Morrow, D.G., Lierer, V., Altieri, P. (1995). List formats improve medication instructions for older 
adults .Educational Gerontology>, 27:151-166. 

113. Ware, G.J., Holford, N.H., Davison, J.G., Harris, R.G. (1991, November 27). Unit dose calendar 
packaging and elderly patient compliance. New Zealand Medical Journal, /07(924):495-497. 

114. Hanlon, J.T., Lindblad, C.I., Gray, S.L. (2004, March). Can clinical pharmacy services have a 
positive impact on drug-related problems and health outcomes in community-based older adults? 
American Journal of Geriatric Pharmacotherapy, 2(1):3-13. 

115. Al-Rashed, S.A., Wright, D.J., Roebuck, N., Sunter, W., Chrystyn, H. (2002, December). The 
value of inpatient pharmaceutical counseling to elderly patients prior to discharge. British Journal 
of Clinical Pharmacology>, 54( 6):657-664. 

116. Pereles, L., Romonko, L., Murzyn, T., et al. (1996, February). Evaluation of a self-medication 
program. Journal of the American Geriatrics Society, 44(2): 161-165. 

117. Lowe, C.J., Raynor, D.K., Courtney, E.A., Purvis, J., Teale, C. (1995, May 13). Effects of self 
medication programme on knowledge of drugs and compliance with treatment in elderly patients. 
British Medical Journal, 3777(6989): 1229-1231. 


84 



118. Rich, M.W., Gray, D.B., Beckham, V., Wittenberg, C., Luther, P. (1996, September). Effect of a 
multidisciplinary intervention on medication compliance in elderly patients with congestive heart 
failure. American Journal of Medicine, 101( 3):270-276. 

119. Esposito, L. (1995, May). The effects of medication education on adherence to medication 
regimens in an elderly population. Journal of Advanced Nursing, 21( 5):935-943. 

120. Peterson, J.F., Kuperman, G.J., Shek, C., Patel, M., Avom, J., Bates, D.W. (2005, April 11). 
Guided prescription of psychotropic medications for geriatric inpatients. Archives of Internal 
Medicine, 165( 7):802-807. 

121. Bonner, C.J. (2005, January/February). The use of therapeutic flags to assist GPs prescribing for 
older persons. Australian Family Physician, 34( 1 -2):87-90. 

122. Holland, R., Lenaghan, E., Harvey, I., et al. (2005, February 5). Does home based medication 
review keep older people out of hospital? The HOMER randomised controlled trial. British 
Medical Journal, 330(7486) :293. 

123. Nazareth, I., Burton, A., Shulman, S., Smith, P., Haines, A., Timberal, H. (2001, January). A 
pharmacy discharge plan for hospitalized elderly patients: A randomized controlled trial. Age & 
Ageing, 30: 33-40. 

124. Krska, J., Cromarty, J.A., Arris, F., et al. Pharmacist-led medication review in patients over 65: A 
randomized, controlled trial in primary care. Age & Ageing. May 2001 ;30(3):205-211. 

125. Zermansky, A.G., Petty, D.R., Raynor, D.K., Freemantle, N., Vail, A., Lowe, C.J. (2001, 
December 8). Randomised controlled trial of clinical medication review by a pharmacist of elderly 
patients receiving repeat prescriptions in general practice. British Medical Journal, 
323(7325):1340-1343. 

126. Lowe, C.J., Raynor, D.K., Purvis, J., Farrin, A., Hudson, J. (2000, August). Effects of a medicine 
review and education programme for older people in general practice. British Journal of Clinical 
Pharmacology>, 50(2): 172-175. 

127. Cargill, J.M. (1992, April). Medication compliance in elderly people: Influencing variables and 
interventions. Journal of Advanced Nursing, 17( 4):422-426. 

128. Griffiths, R., Johnson, M., Piper, M., Langdon, R. (2004). A nursing intervention for the quality 
use of medicines by elderly community clients. International Journal of Nursing Practice, 
7D(4): 166-1 

129. Khunti, K., Kinsella, B. (2000, September). Effect of systematic review of medication by general 
practitioner on drug consumption among nursing-home residents. Age & Ageing, 29(5):451-453. 

130. Feilo, S.B., Warren, S.A. (1993). Medication usage by the elderly. Geriatric Nursing, 74(1):47-51. 

131. Harper, D.C. (1984, April). Application of Orem’s theoretical constructs to self-care medication 
behaviors in the elderly. ANS Advances in Nursing Science, 6( 3):29-46. 

132. Kim, K.K., Grier, M.R. (1981, August). Pacing effects of medication instruction for the elderly. 
Journal of Gerontological Nursing, 7(8):464-468. 


85 



133. Taira, F. (1991, November/December). Teaching independently living older adults about managing 
their medications. Rehabilitation Nursing, 16(6): 322-326. 

134. Wolfe, S.C., Schirm, V. (1992, May/June). Medication counseling for the elderly: effects on 
knowledge and compliance after hospital discharge. Geriatric Nursing, 73(3): 134-138. 

135. Alliance for Aging Research. (1998). When medicine hurts instead of helps: Preventing medication 
problems in older persons. Washington, D.C. 

136. Blazer, D.G. (2002). Depression in later life, 3rd ed. New York: Springer. 

137. Futterman, A., Thompson, L., Gallagher-Thompson, D., Ferris, R. (1995). Depression in later life: 
Epidemiology, assessment, etiology, and treatment. In E.E. Beckham and W.R. Leber (Eds.), 
Handbook of Depression, 2 nd ed (pp. 494-525). New York: Guilford Press. 

138. Cole, M.G., Dendukuri, N. (2003, June). Risk factors for depression among elderly community 
subjects: A systematic review and meta-analysis. American Journal of Psychiatry>, 160(6): 1147- 
1156. 

139. Strawbridge, W.J., Deleger, S., Roberts, R.E., Kaplan, G.A. (2002, August 15). Physical activity 
reduces the risk of subsequent depression for older adults. American Journal of Epidemiology 
756(4):328-334. 

140. Bird, M.J., Parslow, R.A. (2002, October 7). Potential for community programs to prevent 
depression in older people. Medical Journal of Australia, 177 Suppl:S107-l 10. 

141. Cole, M.G., Dendukuri, N. (2004, November). The feasibility and effectiveness of brief 
interventions to prevent depression in older subjects: A systematic review. International Journal of 
Geriatric Psychiatry, 19(1 1): 1019-1025. 

142. Rybarczyk, B., DeMarco, G., DeLaCruz, M., Lapidos, S. (1999, Winter). Comparing mind-body 
wellness interventions for older adults with chronic illness: Classroom versus home instruction. 
Behavioral Medicine, 24(4): 181-190. 

143. Penninx, B.W., Messier, S.P., Rejeski, W.J., et al. (2001, October 22). Physical exercise and the 
prevention of disability in activities of daily living in older persons with osteoarthritis. Archives of 
Internal Medicine, 767(19):2309-2316. 

144. Blumenthal, J.A., Babyak, M.A., Moore, K.A., et al. (1999, October 25). Effects of exercise 
training on older patients with major depression. Archives of Internal Medicine, 759(19):2349- 
2356. 

145. Phillips, R. (2000). Preventing depression: A program for African American elders with chronic 
pain. Family and Community Health, 22(4):57-65. 

146. Gilden, J.L., Hendryx, M.S., Clar, S., Casia, C., Singh, S.P. (1992). Diabetes support groups 
improve health care of older diabetic patients. Journal of the American Geriatrics Society, 
40(2): 147-150. 

147. Zauszniewski, J.A., Eggenschwiler, K., Preechawong, S., et al. (2004, December). Focused 
reflection reminiscence group for elders: Implementation and evaluation. Journal of Applied 
Gerontology’, 23( 4):429-442. 


86 



148. Haight, B.K., Michel, Y., Hendrix, S. (1998). Life review: Preventing despair in newly relocated 
nursing home residents short- and long-term effects. International Journal of Aging & Human 
Development, 77(2):119-142. 

149. U.S. Preventive Services Task Force. Screening for Depression: Recommendations and Rationale. 
(2002). Agency for Healthcare Research and Quality. Available at: 
http://www.ahrq.gov/clinic/3rduspstf/depressrr.htm, . 

150. Krahn, D., Bartels, S., Coakley, E., Ware, J., Levkoff, S., Oslin, D., Arean, P., et al. (In review). 
PRISM-E: A randomized study comparing depression outcomes for depressed older primary care 
patients in integrated care and enhanced referral to specialty mental health clinics. 

151. D’Ath, P., Katona, P., Mullan, E., Evans, S., Katona, C. (1994). Screening, detection and 
management of depression in elderly primary care attenders: The acceptability and performance of 
the GDS15 and the development of shorter versions. Family Practice, 11{ 3):260-266. 

152. Arthur, A., Jagger, C., Lindesay, J., Graham, C., Clarke, M. (1999). Using an annual over-75 health 
check to screen for depression: validation of the short Geriatric Depression Scale (GDS15) within 
general practice. International Journal of Geriatric Psychiatry, English, /7(6):431 -439. 

153. Sinoff, G., Ore, L., Zlotogorsky, D., Tamir, A. (1999). Short Anxiety Screening Test—a brief 
instrument for detecting anxiety in the elderly. International Journal of Geriatric Psychiatry, 
English, 14(1 2): 1062-1071. 

154. Lowe, B., Unutzer, J., Callahan, C.M., Perkins, A.J., Kroenke, K. (2004, December). Monitoring 
depression treatment outcomes with the patient health questionnaire-9. Medical Care, 42{ 12): 1194- 
1201 . 

155. Kroenke, K., Spitzer, R.L., Williams, J.B. (2001, September). The PHQ-9: Validity of a brief 
depression severity measure. Journal of General Internal Medicine, 16( 9): 606-613. 

156. MacArthur Foundation Initiative on Depression and Primary Care. Available at: www.depression- 
nrimarycare.org . Accessed Oct 14, 2005. 

157. Frojdh, K., Hakansson, A., Karlsson, I. (2004). The Hopkins Symptom Checklist-25 is a sensitive 
case-finder of clinically important depressive states in elderly people in primary care. International 
Journal of Geriatric Psychiatry, /9(4):386-390. 

158. Papassotiropoulos, A., Heun, R. (1999, August). Detection of subthreshold depression and 
subthreshold anxiety in the elderly. International Journal of Geriatric Psychiatry, /7(8):643-650. 

159. Alwahhabi, F. (2003, July/August). Anxiety symptoms and generalized anxiety disorder in the 
elderly: A review. Harvard Review of Psychiatry, 77(4): 180-193. 

160. Jinks, M.J., Raschko, R.R. (1990). A profile of alcohol and prescription drug abuse in a high-risk 
community-based elderly population. The Annals of Pharmacotherapy, 27(10):971-975. 

161. Raschko, R. (1997). The Spokane Elder Care Program: Community outreach methods and results 
(pp. 233-243). In L.L. Heston (Ed.), Progress in Alzheimer’s disease and similar conditions. 
American Psychopathological Association series. Washington, DC: American Psychiatric 
Association. 


87 





162. Florio, E.R., Raschko, R. (1998). The Gatekeeper Model: Implications for social policy... referring 
community-dwelling older adults who may be in need of help. Journal of Aging & Social Policy, 
English, 7d(l):37-55. 

163. Rabins, P.V., Black, B.S., Roca, R., et al. (2000, June). Effectiveness of a nurse-based outreach 
program for identifying and treating psychiatric illness in the elderly. Journal of the American 
Medical Association, 283(21 ):2802-2809. 

164. Robbins, B., Rye, R., German, P.S., et al. (2000, August). The Psychogeriatric Assessment and 
Treatment in City Elousing (PATCE1) program for elders with mental illness in public housing: 
getting through the crack in the door. Archives of Psychiatric Nursing, 14(4): 163-172. 

165. Rabins, P.V., Black, B.S., Roca, R., et al. (2000). Effectiveness of a nurse-based outreach program 
for identifying and treating psychiatric illness in the elderly. Journal of the American Medical 
Association, 283( 21):2802-2809. 

166. Reynolds, C.F., 3rd, Alexopoulos G.S., Katz I.R., Lebowitz B.D. (2001). Chronic depression in the 
elderly: Approaches for prevention. Drugs and Aging, / A(7):507-514. 

167. Mossey, J.M., Knott, K.A., Fliggins, M., Talerico, K. (1996). Effectiveness of a psychosocial 
intervention, interpersonal counseling, for subdysthymic depression in medically ill elderly. 
Journals of Gerontology \ Series A: Biological Sciences and Medical Sciences, 5/(4):M172-178. 

168. Williams, J.W., Barrett, J., Oxman, T., et al. (2000). Treatment of dysthymia and minor depression 
in primary care: A randomized trial in primary care comparing placebo, paroxetine, and problem 
solving therapy. Journal of the American Medical Association, 284(12): 1519-1526. 

169. Ciechanowski, P, Wagner, E., Schmaling, K., et al. (2004, April 7). Community-integrated home- 
based depression treatment in older adults: A randomized controlled trial. Journal of the American 
Medical Association, ^97(13): 1569-1577. 

170. Penninx, B.W., Rejeski, W.J., Pandya, J., et al. (2002, March). Exercise and depressive symptoms: 
A comparison of aerobic and resistance exercise effects on emotional and physical function in 
older persons with high and low depressive symptomatology. Journals of Gerontology> Series B: 
Psychological Sciences and Social Sciences, 57(2):P124-132. 

171. Singh, N.A., Clements, K.M., Fiatarone, M.A. (1997, January). A randomized controlled trial of 
progressive resistance training in depressed elders. Journals of Gerontology> Series A: Biological 
Sciences and Medical Sciences, 52( 1 ):M27-35. 

172. Cuijpers, P., van Lammeren, P. (2001, July). Secondary prevention of depressive symptoms in 
elderly inhabitants of residential homes. International Journal of Geriatric Psychiatry, 16( 7):702- 
708. 

173. Waterreus, A., Blanchard, M., Mann, A. (1994, September). Community psychiatric nurses for the 
elderly: Well tolerated, few side-effects and effective in the treatment of depression. Journal of 
Clinical Nursing, 3( 5):299-306. 

174. Blanchard, M.R., Waterreus, A., Mann, A.H. (1995). The effect of primary care nurse intervention 
upon older people screened as depressed. International Journal of Geriatric Psychiatry, 10: 289- 
298. 


88 



175. Mittelman, M.S., Ferris, S.H., Shulman, E., Steinberg, G., Levin, B. (1996). A family intervention 
to delay nursing home placement of patients with Alzheimer disease: A randomized controlled 
study. Journal of the American Medical Association, 276:1725-1731. 

176. Mittelman, M.S., Ferris, S., Shulman, E., et al. (1995). A comprehensive support system: effect on 
depression in spouse-caregivers of AD patients. The Gerontologist, 35(6):792-802. 

177. Teri, L., Logsdon, R.G., Uomoto, J., McCurry, S.M. (1997, July). Behavioral treatment of 
depression in dementia patients: A controlled clinical trial. Journal of Gerontology> Series B: 
Psychological Sciences and Social Sciences, 52(4): 159-166. 

178. Sorensen, S., Pinquart, M., Duberstein, P. (2002). Flow effective are interventions with caregivers? 
An updated meta-analysis. Gerontologist, 423(356-372). 

179. Rovner, B. Preventing depression in macular degeneration. Available at: http://www.clinicaltrials. 
gov/ct/show/NCT00042211 ;jsessionid=36E79AF0D52FEBBFB091080341745EE0?order=26 . 

Accessed June 29, 2005. 

180. Rovner, B.W., Casten, R.J., Tasman, W.S. (2002, August). Effect of depression on vision function 
in age-related macular degeneration. Archives of Ophthalmology, 726(8): 1041-1044. 

181. Robinson, R.G. Prevention of post-stroke depression—Treatment strategy>. Available at: 
http://www.clinicaltrials.gov/ct/show/NCT000716437ordeF7 . Accessed June 29, 2005. 

182. Hedelin, B., Frojdh, K., Lindberg, G. (1997). The Elerrhagen Social Network Intervention 
Programme: Impact on depression, anxiety and life satisfaction. Health Care in Later Life, 
2(4):251-259. 

183. Hedelin, B., Svensson, P.G. (1999). Psychiatric nursing for promotion of mental health and 
prevention of depression in the elderly: A case review. Journal of Psychiatric & Mental Health 
Nursing, 6:115-124. 

184. Schofield, I., Stark, S., Lowndes, A., Tolson, D. (2004). The detection and prevention of 
depression in older people. Nursing Times, 700(21):32-35. 

185. NHS Quality Improvement Scotland. (2004). Best Practice Statement: Working with Older People 
Towards Prevention and Early Detection of Depression. 

186. Haight, B.K. (1988, March). The therapeutic role of a structured life review process in homebound 
elderly subjects. Journal of Gerontology>, 43(2):P40-44. 

187. Emery, C.F., Schein, R.L., Hauck, E.R., MacIntyre, N.R. (1998, May). Psychological and cognitive 
outcomes of a randomized trial of exercise among patients with chronic obstructive pulmonary 
disease. Health Psychology>, 77(3):232-240. 

188. Bums, R., Nichols, L.O., Martindale-Adams, J., Graney, M.J. (2000, January). Interdisciplinary 
geriatric primary care evaluation and management: 2-year outcomes. Journal of the American 
Geriatrics Society, 4#(1):8-13. 

189. Stevens J.A., Hasbrouck L., Durant T.M., Dellinger A.M., Batabyal P.K., Crosby A.E., et al. 
(1999). Surveillance for injuries and violence among older adults. MMWR Surveillance Summaries, 
4$(SS-8):27-50. 


89 





190. U.S. Census Bureau. U.S. Interim Projections by Age, Sex, Race, and Hispanic Origin: Table 2a. 
Projected Population of the United States, by Age and Sex: 2000 to 2050. Aug 26, 2004. Available 
at: http://www.census.gov/ipc/www/usinterimproi/ . Accessed May 16, 2005. 

191. Conwell, Y., Duberstein, P.R., Cox, C., Herrmann, J., Forbes, N., Caine, E.D. (1998, Spring). Age 
differences in behaviors leading to completed suicide. American Journal of Geriatric Psychiatiy, 
6(2): 122-126. 

192. Suicide Prevention Resource Center (SPRC). Evidence-based Practices in Suicide Prevention 
Program (EBPP). Online Registry of Factsheets. Available at: 
http://www.sprc.org/whatweoffer/ebp factsheets.asp . Accessed August 31, 2005. 

193. Heisel, M.J., Duberstein, P.R. (2005). Suicide prevention in older adults. Clinical Psychology: 
Science and Practice, 12{ 3):242-259. 

194. Luoma, J.B., Martin, C.E., Pearson, J.L. (2002, June 1). Contact with mental health and primary 
care providers before suicide: A review of the evidence. American Journal of Psychiatiy, 
159( 6):909-916. 

195. Bartels, S.J., Coakley, E., Zubritsky, C., et al. (2004, August). Improving access to geriatric mental 
health services: A randomized trial comparing treatment engagement with integrated versus 
enhanced referral care for depression, anxiety, and at-risk alcohol use. American Journal of 
Psychiatiy, 161{ 8): 1455-1462. 

196. Szanto, K., Gildengers, A., Mulsant, B.H., Brown, G., Alexopoulos, G.S., Reynolds, C.F., III. 
(2002). Identification of suicidal ideation and prevention of suicidal behaviour in the elderly. Drugs 
and Aging, 79(1): 11-24. 

197. Turvey, C.L., Conwell, Y., Jones, M.P., et al. (2002, July/August). Risk factors for late-life suicide: 
A prospective, community-based study. American Journal of Geriatric Psychiatiy, 10( 4):398-406. 

198. Tsoh, J., Chiu, H.F., Duberstein, P.R., et al. (2005, July). Attempted suicide in elderly Chinese 
persons: A multi-group, controlled study. American Journal of Geriatric Psychiatiy, /3(7):562- 
571. 

199. Bartels, S.J., Coakley, E., Oxman, T.E., et al. (2002). Suicidal and death ideation in older primary 
care patients with depression, anxiety and at-risk alcohol use. American Journal of Geriatric 
Psychiatiy, 10(4)\4 17-427. 

200. Waem, M. (2003, May/June). Alcohol dependence and misuse in elderly suicides. Alcohol Alcohol, 
/3):249-254. 

201. Blixen, C.E., McDougall, G.J., Suen, L. (1997, March). Dual diagnosis in elders discharged from a 
psychiatric hospital. International Journal of Geriatric Psychiatiy, 12( 3):307-313. 

202. Carlsten, A., Waem, M., Holmgren, P., Allebeck, P. (2003). The role of benzodiazepines in elderly 
suicides. Scandinavian Journal of Public Health, 31( 3):224-228. 

203. U.S. Department of Health and Human Services. (2001). National strategy for suicide prevention: 
Goals and objectives for action. Rockville, MD: U.S. Department of Health and Human Services, 
Public Health Service. 


90 




204. Institute of Medicine. (2002). Reducing suicide: A national imperative. Washington, D.C.: The 
National Academies Press. 

205. DeMartino, R.E., Crosby, A.E., EchoHawk, M., et al. (2003, Summer). A call to collaboration: the 
federal commitment to suicide prevention. Suicide and Life-Threatening Behavior, 33(2): 101-110. 

206. Conwell, Y., Duberstein, P.R. (1995, May). Prevention of late life suicide: When, where, why and 
how. Psychiatry> and Clinical Neurosciences, 49 Suppl l:S79-83. 

207. McIntosh, J.L. (1995, Spring). Suicide prevention in the elderly (age 65-99). Suicide and Life- 
Threatening Behavior, 25(1):180-192. 

208. Pearson, J.L., Brown, G.K. (2000). Suicide prevention in late life: Directions for science and 
practice. Clinical Psychology Review, 20( 6):685-705. 

209. Zweig, R.A. (2005, September 1). Suicide prevention in older adults: An interdisciplinary 
challenge. Clinical Psychology:, 12( 3):260-263. 

210. Ono, Y. (2004, March). Suicide prevention program for the elderly: The experience in Japan. Keio 
Journal of Medicine, 53(1): 1-6. 

211. Waem, M., Rubenowitz, E., Wilhelmson, K. (2003, September/October). Predictors of suicide in 
the old elderly. Gerontology, 79(5):328-334. 

212. Conwell, Y. (2002). Elder Specific Goals and Objectives (Adapted From the Nationa Suicide 
Prevention Strategy): University of Rochester Center for the Study and Prevention of Suicide. 
Available at: http://www.rochesterpreventsuicide.org/word/NSSPGoalsandObiectivesRevi.doc 

213. Fiske, A., Arbore, P. (2000-2001). Future directions in late life suicide prevention. OMEGA: The 
Journal of Death and Dying, 42( 1 ):37-53. 

214. Pearson, J.L. (2000). Preventing late life suicide: National Institutes of Health initiatives. OMEGA: 
The Journal of Death and Dying, 42( 1 ):9-20. 

215. Holkup, P. (2002, June). Evidence-based protocol. Elderly suicide: Secondary prevention. Iowa 
City, IA: University of Iowa Gerontological Nursing Interventions Research Center, Research 
Dissemination Core. 

216. Oyama, H., Koida, J., Sakashita, T., Kudo, K. (2004). Community-based prevention for suicide in 
elderly by depression screening and follow-up. Community Mental Health Journal, 40(3) :249-263. 

217. Oyama, H., Watanabe, N., Ono, Y., et al. (2005, June). Community-based suicide prevention 
through group activity for the elderly successfully reduced the high suicide rate for females. 
Psychiatry: and Clinical Neurosciences, 59(3):337-344. 

218. Draper, B., Brodaty, H., Low, L.F., Richards, V., Paton, H., Lie, D. (2002, February). Self¬ 
destructive behaviors in nursing home residents. Journal of the American Geriatric Society, 
50( 2):354-358. 

219. Draper, B., Brodaty, H., Low, L.F., Richards, V. (2003, June). Prediction of mortality in nursing 
home residents: Impact of passive self-harm behaviors. International Psychogeriatrics, 75(2): 187- 
196. 


91 



220. Szanto, K., Mulsant, B.H., Houck, P., Dew, M.A., Reynolds, C.F., 3rd. (2003, June). Occurrence 
and course of suicidality during short-term treatment of late-life depression. Archives of General 
Psychiatry, 60(6):6 10-617. 

221. Bruce, M.L., Ten Have, T.R., Reynolds, C.F., 3rd, et al. (2004, March 3). Reducing suicidal 
ideation and depressive symptoms in depressed older primary care patients: A randomized 
controlled trial. Journal of the American Medical Association, 291( 9): 1081-1091. 

222. De Leo, D., Dello Buono, M., Dwyer, J. (2002, September). Suicide among the elderly: The long¬ 
term impact of a telephone support and assessment intervention in northern Italy. British Journal of 
Psychiatry, 181( 3):226-229. 

223. Rihmer, Z., Rutz, W., Pihlgren, H. (1995, December 18). Depression and suicide on Gotland. An 
intensive study of all suicides before and after a depression-training programme for general 
practitioners. Journal of Affective Disorders, 35(4): 147-152. 

224. Rutz, W., von Knorring, L., Walinder, J. (1992, January). Long-term effects of an educational 
program for general practitioners given by the Swedish Committee for the Prevention and 
Treatment of Depression. Acta Psychiatrica Scandinavica, 85( 1 ):83-88. 

225. Registry of Evidence-Based Suicide Prevention Programs: Limits on Analgesic Packaging. 
Available at: http://www.sprc.org/whatweoffer/factsheets/analgesic limits.pdf . Accessed August 
31,2005. 

226. Hawton, K., Simkin, S., Deeks, J., et al. (2004, November 6). UK legislation on analgesic packs: 
before and after study of long term effect on poisonings. British Medical Journal, 329(7474):1076. 

227. Hawton, K. (2002, Fall). United Kingdom legislation on pack sizes of analgesics: Background, 
rationale, and effects on suicide and deliberate self-harm. Suicide and Life-threatening Behavior, 
32( 3):223-229. 

228. Bartels, S.J., Blow, F.C., Van Citters, A.D., Brockmann, L.M. (Under review). Dual diagnosis 
among older adults: Co-occurring substance abuse and psychiatric illness. Journal of Dual 
Diagnosis. 

229. Prigerson, H.G., Desai, R.A., Rosenheck, R.A. (2001). Older adult patients with both psychiatric 
and substance abuse disorders: Prevalence and health service use. Psychiatric Quarterly, 72(1). 

230. Oslin, D.W., Katz, I.R., Edell, W.S., Ten Have, T.R. (2000, Summer). Effects of alcohol 
consumption on the treatment of depression among elderly patients. American Journal of Geriatric 
Psychiatry, 8( 3):215-220. 

231. Oslin, D.W. (2005, June). Treatment of late-life depression complicated by alcohol dependence. 
American Journal of Geriatric Psychiatry, /3(6):491 -500. 

232. Oslin, D.W., Grantham, S., Coakley, E., et al. (Under review). Managing at-risk alcohol use in 
older primary care patients: Results of a randomized trial of referral care vs. integrated care. 

233. Philpot, M., Pearson, N., Petratou, V., Dayanandan, R., Silverman, M., Marshall, J. (2003). 
Screening for problem drinking in older people referred to a mental health service: A comparison 
of CAGE and AUDIT. Aging and Mental Health, 7(3): 171-175. 


92 



234. Oslin, D.W. (In press). Evidence-based treatment of geriatric substance abuse. Psychiatric Clinics 
of North America. 

235. Institute of Medicine. (2001, March). Crossing the quality chasm: A new health system for the 21st 
century. Washington, D.C.: Institute of Medicine. 

236. National Institute of Mental Health. (1999). Bridging science and service. Rockville, MD: National 
Institute of Mental Health, 99-4353. 

237. Lenfant, C. (2003, August 28). Shattuck lecture—clinical research to clinical practice—lost in 
translation? New England Journal of Medicine, 3#9(9):868-874. 

238. Corrigan, P.W., Steiner, L., McCracken, S.G., Blaser, B., Barr, M. (2001, December). Strategies 
for disseminating evidence-based practices to staff who treat people with serious mental illness. 
Psychiatric Services, 52( 12): 1598-1606. 

239. Pace, W.D. (1989). Geriatric assessment in the office setting. Geriatrics, ##(6):29-35. 

240. Fields, S.D. (2000). Clinical practice guidelines: Finding and appraising useful, relevant 
recommendations for geriatric care. Geriatrics, 55(1)59-63. 

241. Administration on Aging. (2001). Older Adults and Mental Health: Issues and Opportunities. 
Rockville, MD: U.S. Department of Health and Human Services. 

242. Bums, B.J., Taube, C.A. (1990). Mental health services in general medical care and nursing homes. 
In B. Fogel, A. Furino, G. Gottlieb (Eds.), Mental health policy for older Americans: Protecting 
minds at risk (pp. 63-84). Washington, DC: American Psychiatric Press. 

243. George, F.K., Blazer, D.G., Winfield-Faird, I., Feaf, P.J., Fischbach, R.F. (1988). Psychiatric 
disorders and mental health service use in later life. In J.A. Brody, G.F. Maddox (Eds.), 
Epidemiology> and aging (pp. 189-221). New York: Springer. 

244. Klinkman, M. (1997). Competing demands in psychosocial care: A model for the identification and 
treatment of depressive disorders in primary care. General Hospital Psychiatry, 19( 2):98-l 11. 

245. Fixsen, D.F., Naoom, S.F., Blase, K.A., Friedman, R.M., Wallace, F. (2005). Implementation 
Research: A Synthesis of the Literature. FMHI Publication #231. Tampa, FF: University of South 
Florida. 

246. Greenhalgh, T., Robert, G., Macfarlane, F., Bate, P., Kyriakidou, O. (2004). Diffusion of 
innovations in service organizations: Systematic review and recommendations. Milbank Ouarterlv, 
82{ 4):581-629. 

247. Goldman, H.H., Ganju, V., Drake, R.E., et al. (2001, December). Policy implications for 
implementing evidence-based practices. Psychiatric Sendees, 52(12): 1591-1597. 

248. Rosenheck, R.A. (2001, December). Organizational process: A missing link between research and 
practice. Psychiatric Sendees, 52(12): 1607-1612. 

249. Bartels, S.J. (2003, October). Improving the United States’ system of care for older adults with 
mental illness: Findings and recommendations for the President’s New Freedom Commission on 
Mental Health. American Journal of Geriatric Psychiatry, //(5):486-497. 


93 



250. Gomberg, E.S. (2003). Treatment for alcohol-related problems. Special populations: Research 
opportunities. Recent Developments in Alcoholism, 16: 313-333. 

251. Falcon, L.M, Tucker, K.L. (2000, March). Prevalence and correlates of depressive symptoms 
among Hispanic elders in Massachusetts. Journals of Gerontology’ Series B: Psychological 
Sciences and Social Sciences, 55(2):S108-116. 

252. Gonzalez, H.M., Haan, M.N., Hinton, L. (2001, July). Acculturation and the prevalence of 
depression in older Mexican Americans: Baseline results of the Sacramento Area Latino Study on 
Aging. Journal of the American Geriatric Society, 49(7):948-953. 

253. Somervell, P.D., Leaf, P.J., Weissman, M.M., Blazer, D.G., Bruce, M.L. (1989). The prevalence of 
major depression in black and white adults in five United States communities. American Journal of 
Epidem iolog}’, 130(4 ): 725-73 5. 

254. Lish, J.D., Zimmerman, M., Farber, N.J., Lush, D.T., Kuzman, M.A., Plexcia, G. (1996). Suicide 
screening in a primary care setting at a VA medical center. Psychosomatics, 37: 413-424. 

255. Abramson, T.A., Trejo, L., Lai, D.W.L. (2002, Spring). Culture and mental health: Providing 
appropriate services for a diverse older population. Generations, 26(\):2\-21. 

256. Swartz, M.S., Wagner, H.R., Swanson, J.W., Bums, B.J., George, L.K., Padgett, D.K. (1998). 
Administrative update: utilization of services. I. Comparing use of public and private mental health 
services: The enduring barriers of race and age. Community Mental Plealth Journal, 34(2): 133-144. 

257. Alegria, M., Canino, G., Rios, R., et al. (2002, December). Inequalities in use of specialty mental 
health services among Latinos, African Americans, and non-Latino whites. Psychiatric Services, 
53(12):1547-1555. 

258. Moreno-John, G., Gachie, A., Fleming, C.M., et al. (2004, November). Ethnic minority older adults 
participating in clinical research: Developing trust. Journal of Aging and Plealth, 16(5 Suppl):93S- 
123S. 


94 



